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Abstract 
Long wait times are an issue in health care in general, and mental health care in 
particular. Research has found that wait times have many negative impacts on both the 
patient and the system. People use various coping strategies, both adaptive and 
maladaptive, to help them through difficult situations. This study used an Appreciative 
Inquiry (AI) research approach grounded in Stress, Cognitive Appraisal, and Coping 
theory to discover what coping strategies adults aged 19-74 are using while waiting for 
mental health services. Participants indicated that wait times are unquantifiable; primary 
care is a barrier to accessing service; and wait times have a negative impact. They also 
identified using many coping strategies. Categories acknowledged were self-support; 
extrinsic supports; self-harm; avoidance; and obligation.  The secondary purpose of this 
research was to make recommendations for improvements to services. Participants 
indicated a desire for more choices in services; to be treated with empathy; to be 
approached without judgement; and to have timely access to services. Limitations of this 
research were small sample size and a limited geographical area. Suggestions for future 
research are investigating the role of obligation as a coping strategy and the role of 
primary care in accessing mental health treatment.  
  Key words: Mental health, coping, wait lists, wait times, appreciative inquiry, 
stress, cognitive appraisal.  
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Chapter 1: Introduction 
Lack of access to mental health care services and inadequate coordination 
between primary care and mental health care contribute to higher than average mortality 
and morbidity rates amongst mental health service users (Bellamy, et al., 2016).  Several 
other factors contribute to the successful provision of mental health services.  For 
example, ensuring patients are treated in a timely and evidence based manner is essential 
for quality care.  Allocation of resources for mental health services has not matched 
demand (Brown, Parker, & Godding, 2002; Mireau & Inch, 2009;); therefore, wait times 
for psychiatric services have become long in many jurisdictions (Brown et al., 2002).  
Wait lists are often created as an ad hoc solution to shortages in treatment capacity. There 
is little triage that takes place and people are indiscriminately placed on lists without due 
consideration for acuity and need (Brown et al., 2002).  On the one hand, negative 
impacts of waiting for mental health services are unequivocal.  Motivation of those with 
mental health issues rapidly diminishes while they wait, as does the likelihood of 
attending appointments (Mireau & Inch, 2009); additionally, risk to self and others 
increases, as does the frequency of police contact. Furthermore, quality of life can be 
severely negatively impacted in direct relation to wait times (Brown, Hickey, Chung, 
Craig, & Jaffee, 1989; Hicks & Hickman, 1994). Conversely, some view waitlists as a 
way to ration finite services and limit excessive demands.  Those who ascribe to this line 
of reasoning argue that service users who have time-limited diagnoses will fall off 
waitlists as their conditions improve without requiring psychiatric assessment (Brown, et 
al., 2002).   
Various strategies for addressing waitlist programming have been attempted, such 
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as brief solution-focused counseling and teaching mindfulness techniques (Jung, et al, 
2016; Mireau & Inch, 2009; Williams, Latta, & Conversano, 2008). However, rarely is 
client preference or need taken into consideration when designing these services. Many 
studies have been done on coping in general and with mental health patients in particular. 
Various coping mechanisms have been identified and categorized. Examples of some 
categories of coping strategies are problem-focused coping, avoidance coping, support-
focused coping, positive reframing, distraction, engagement coping, disengagement 
coping, dysfunctional coping, community support, interpersonal support, self-
determination, emotion-oriented coping (EOC), and task-oriented coping (TOC) 
(Bonneville-Roussy, Evans, Verner-Filion, Vallerand, & Bouffard, 2017; Dedios-Stern 
and Lee,2017; First, Cheak-Zamora, and Teti, 2016; Hickey, Fitzgerald, & Dooley, 2017; 
Thomassin, Marion, Venasse, & Shaffer, 2017; Wingo, Baldessarini, & Windle, 2015). 
This study draws on the theories of Appreciative Inquiry and Stress, Cognitive Appraisal 
and Coping to examine which coping strategies are being utilized by people while they 
wait for support from mental health services, for the purpose of finding ways to build on 
the strengths people already have when making recommendations for the creation of 
waitlist programming. Additionally, study participants have suggested ways in which the 
mental health system can be more supportive and responsive to their individualized 
needs.  
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Chapter 2: Literature Review 
 The literature review was done using an academic search engine through Brandon 
University and through the Island Health library. Search terms included a combination of 
the following: wait-times, wait lists, waiting times, mental health, coping, coping while 
waiting, appreciative inquiry, stressors, cognitive appraisal, health care, psychiatry, 
psychiatric, stress, and cognitive appraisal. Studies were limited to those published in 
English. A date limitation was not set, as some seminal research on coping was 
completed in the early 1980’s and needed to be included in the literature review. The 
literature search produced studies focused on mental health and medical wait times, 
negative and positive impacts of waiting for services, contributing factors to wait times, 
and how various groups coped while waiting. The search produced 44 research articles. 
While there was a lot of information on coping and wait times, there was nothing 
specifically focused on people waiting for mental health services.  
Wait Times  
In Victoria, clients referred for psychiatric assessment from primary care have to 
wait before seeing a psychiatrist. Wait Times range from one month to five months 
depending on the clinic, and in fact, some clinics are no longer accepting referrals 
because wait lists have become unmanageably long (M. Young, Personal 
Communication, January 10, 2018). Mental Health services in Victoria are not unique in 
this respect. According to the Wait Time Alliance (WTA) (2014), Canadians wait longer 
for access to necessary health care than do citizens of other countries with similar 
universal, publically funded systems. The WTA (2014) focused specifically on cancer 
care, diagnostic imaging, hip and knee replacement, cataract surgery, and coronary artery 
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bypass graft surgery (WTA, 2014). However, WTA (2014) note that as of 2014, none of 
the Canadian provinces had a standardized reporting system for psychiatry wait times, 
and this was identified as a gap. 
Additionally, the Western Canada Wait List Project (WCWL) has found that 
waitlists have become untenably long for cataract surgery, magnetic resonance imaging 
(MRI), general surgery, hip and knee replacement, and children’s mental health 
(Noseworthy, McGurran, & Hadorn, 2002). Other studies have shown increasingly long 
waits for pain clinics (Clarke, Beauprie, Clark, & Lynch, 2005), long term care (Chafe, 
Coyte, & Sears, 2010), eating disorder care (Jenkins, Turner, & Morton, 2014), walk in 
clinics (Rondeau, 1998), and radio therapy (Thomsen & Norrevang, 2009), as well as 
many areas in mental health (Bellamy et al., 2016; Brown, Parker, & Godding, 2002; 
Gallucci, Swartz, & Hackerman, 2005; Kirkbride, et al., 2017; Steinert, Stadter, Stark, & 
Leichsenring, 2017). Waitlists are prevalent and impact most mental health consumers 
(Kurdyak, et al., 2016) and are impacted by both supply and demand. For the purposes of 
this paper, supply can be defined as psychiatrists and mental health services, and demand 
can be defined as mental health service consumers.  
On the one hand, waitlists are not problematic of themselves. They are often seen 
as a necessary response to an overly saturated health care system in which demand has 
outstripped supply (Brown, et al., 2002; Kurdyak, et al., 2016). In fact, some studies have 
shown positive impacts of waiting for services. For example, some diagnoses are time 
limited and resolve while people wait for services, saving the consumer time, and saving 
the system resources (Brown, et al., 2002; Steinert, et al., 2017). For example, it is 
estimated that approximately 50% of people with Social Anxiety Disorder (SAD) 
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spontaneously recover without treatment (Steinert, et al., 2017). Waitlists can also be 
seen as a deterrent for people who do not need urgent care and can manage on their own 
(Brown, et al., 2002). Therefore, to some extent, waitlists can be used as a rationing 
system for services that are in high demand. Additionally, Brown et al. (2002) suggest 
people may seek their own solutions to mental health issues such as self-help or 
meditation if they are forced to wait for treatment, decreasing inappropriate use of 
services.   
On the other hand, there are many studies arguing the negative impacts of waiting 
lists (Chafe, et al., 2010; Noseworthy, et al., 2002; Kirkbride, et al., 2017; McGurran & 
Noseworthy, 2002; Rondeau, 1998; Steinert, et al., 2017; WCWL, 2011). Ironically, 
waiting for services is especially impactful on mental health patients, as the wait itself 
can cause an increase in symptoms of mental illness such as anxiety and feelings of 
abandonment, and increase stress, fear, and isolation (McGurran & Noseworthy, 2002; 
Rondeau, 1998). There is little to no standardization to the management of waitlists; 
therefore, clients are unsure about how long the wait will be, what the service will entail 
once the wait is over, and whether or not they will eventually get the help they need. It is 
the unknown that causes distress for people waiting (McGurran & Noseworthy, 2002; 
WCWL, 2011).  
Negative impacts of wait times. Long waitlists contribute to increased societal 
costs due to an increase in emergency department visits; police contact; ambulance calls; 
decreased productivity; lost work time; and increased need once the person is finally seen 
(Steinert, et al., 2017). Additionally, people waiting for services tend to self-medicate in 
order to manage their symptoms (Kirkbride, et al., 2017), and functioning decreases over 
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time while people go untreated (Brown, et al., 2002). Waitlists also contribute to 
caregiver burnout (Kirkbride, et al., 2017) and health care staff burnout due to feelings of 
inadequacy and helplessness, as well as decreased therapeutic rapport (Rondeau, 1998), 
and decreased treatment compliance once treatment is finally implemented (Galluci, et 
al., 2005; Jenkins, et al, 2014). 
Another unanticipated outcome of long waitlists is an increase in inappropriate 
referrals (Chafe, et al., 2010). Due to the anticipation of a long wait, service providers 
refer patients to many different services with the hope that one of the target sites will 
accept the patient. This practice increases work and delays admission, as many triage 
teams must address the same patient, rather than the single appropriate target site doing 
the work. The ‘shot gun’ effect of multiple referrals often occurs in Victoria, drastically 
increasing workload, and inadvertently increasing wait times, as referrals must sit in a 
long queue before assessment for appropriateness (M. Flexhaug, Personal 
Communication, December 2016).   
It is important to note that the wait for the client does not begin at the time a 
referral to specialty services is accepted. Many clients experience the wait for service as 
beginning before they see a primary care provider (PCP). Often clients must access 
primary care through a walk in clinic. They then wait for the initial referral to be accepted 
by a specialty service.  Sometimes further testing is required, which entails waiting for 
those appointments. There is then further waiting for the first appointment with the 
specialist. Sometimes there is a second referral to another specialty service, and so it 
goes. The longer the wait for service, the less likely the client is to attend the 
appointment; thereby contributing to longer waitlists and creating an ever-increasing 
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cycle (Galluci, et al., 2005; Jenkins, et al., 2014).  
Furthermore, waitlists are not equitable. Marginalized people wait longer for 
services, as they are unable to advocate for themselves; and they may have no fixed 
address or phone number, making it difficult for service providers to contact them to 
schedule appointments. Additionally, marginalized populations have higher than average 
numbers of substance users, contributing to disorganization and low attendance 
(Kirkbride, et al., 2017; WCWL, 2011). To compound the problem, waitlists are not 
standardized within health care in general and mental health in particular (Brown et al., 
2002; Chafe, et al, 2010; WCWL, 2011). People are not prioritized based on need and 
potential benefit, but rather placed on waitlists ad hoc (WCWL, 2011). Waitlist practices 
vary throughout mental health services in Victoria. In most services, periodic assessments 
do not occur during the wait time to ensure mental health status has not changed over 
time. Inevitably, people who are able to self-advocate, or have someone advocating for 
them, demand service and jump queues in front of marginalized individuals, creating an 
informal two-tiered waitlist (WCWL, 2011).  
Contributing factors. A major factor contributing to long waitlists for mental 
health services is limited access to psychiatrists. In Canada, psychiatry is a feminizing 
profession (Kurdyak, et al., 2016). Female psychiatrist see fewer unique patients each 
year, and fewer patients overall, than do their male counterparts (Kurdyak, et al., 2016). 
Additionally, psychiatry is an aging profession. Fifty-one percent of psychiatrists 
currently practicing are over 55 years of age, as compared to other specialties in which 
only 41% are over 55 (Buske, 2012), indicating that a large number of currently 
practicing psychiatrists are approaching retirement age, contributing to a decrease in 
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available psychiatrists per capita over time (Buske, 2012). PCPs already rate psychiatry 
as the most difficult specialty to access in Canada (Buske, 2012; Kurdyak, et al., 2016).  
The logical conclusion is that increasing the number of practicing psychiatrists 
will decrease wait times. Nevertheless, when Ontario increased their supply of 
psychiatrist by 17% between 2003 and 2013, the demand was still not met (Kurdyak, et 
al., 2016), and the issue is compounded greater in rural areas (Kurdyak, et al., 2016). The 
current mental health services in Victoria, like other jurisdictions, are not meeting the 
demand. There is no regularity or consistency in the way in which mental health 
programs in Victoria are managing waitlists. Program administrators intermittently gather 
waitlist information when pressures on the system increase. The length of wait times 
varies by time of year, staffing levels, and patient acuity. Waitlists are longer than Island 
Health quality improvement counsel would prefer, given the values of timely and 
appropriate access to care. However, at this time, standardized benchmarks have not been 
set locally, provincially, or nationally (M. Flexhaug, personal communication, January 
17, 2018). Given the difficulty of recruiting psychiatrists, change is required to the way in 
which mental health services are provided in order to alleviate the negative impacts of 
waits.  The status quo is untenable and the current trends indicate that the situation is 
likely to get worse. 
A further contributing factor to long waitlists is patient non-attendance, or no-
shows (Flippidou, Longwood, Mirza, Barnet, Enfield, & Haringey, 2014). As noted 
above, psychiatrists are a limited resource, and the system cannot afford to have them idle 
when there are so many patients waiting to be seen. England estimates that up to 360 
million pounds is lost each year due to patients not attending appointments in the 
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National Health Service (NHS). Similarly, it is estimated that patient nonattendance in 
psychiatric clinics costs $100 billion per year in the United States (Alafaireet, Houghton, 
Petroski, Gong, & Savage, 2010). Between September 4th, 2017 and December 29th, 
2017, the General Psychiatry Clinic at Victoria Mental Health Centre scheduled 3794 
appointments with 7 psychiatrists; 328 of these appointments were missed. Essentially, 
8.7% of scheduled appointments during this 17-week period at the General Psychiatry 
Clinic resulted in patient non-attendance. It should be noted that this data is likely not 
entirely accurate. Most psychiatrists in the General Psychiatry Clinic manage their own 
calendars. They often delete appointments when a client does not attend, making it 
difficult for the administrative assistants to gather accurate data on patient non-
attendance. Data that are more accurate would likely show a much higher percentage of 
patient non-attendance at this clinic (M. Powell, Personal Communication, January 15, 
2018). No-show patients are an avoidable inefficiency that has a direct negative impact 
on health care outcomes for patients, service providers, and the system itself (McLean, et 
al., 2016).  
Additionally, there is some indication that patients that miss psychiatry 
appointments are likely experiencing deteriorating mental health and functional capacity. 
In fact, patients who miss appointments are much more likely to be hospitalized or 
complete suicide than are patients that attend appointments (Mitchell & Selmes, 2007). 
Patients that do not show for appointments are also less medication compliant than those 
that attend, contributing to a decline in mental status and functioning over time (Mitchell 
& Selmes, 2007), indicating that those who do not attend their appointments are likely 
not coping well while they wait.  
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Coping 
Various research studies have been done on mental health patients and their 
coping strategies. For example, Mingrone et al (2016) studied the different coping 
strategies used by patients with schizoaffective disorder and schizophrenia to identify 
variables associated with both illnesses. Aldwin and Revenson (1987) focused on the 
correlation between coping strategies and psychological symptoms. Schroder et al (2017) 
looked at the relationship between an anxiety mindset, psychological distress, coping, and 
a history of stressful life events. Okafor, Lucier-Green, and Mancini (2016) were 
interested in coping profiles of the adolescents in active duty military families and the 
relationship with social stressors and depressive symptoms. Aggelidou and Georgaca 
(2017) mined data from a web site on which people could post about their own 
experiences of coping with paranoia. They categorized the coping strategies into direct 
coping and indirect coping. Direct coping included approach coping, detached coping, 
and social coping. Indirect coping included quality of life improvements, physical health 
care, and strategic planning. The purpose of this research was to investigate if gender and 
various coping strategies moderated the relationship between depressive symptoms and 
perceived family support in adolescents.  
Hickey, Fitzgerald, and Dooley (2017) noted that approximately 30% of 
adolescents suffer from depressive symptoms. They suggest that some adolescents are 
more susceptible to stressors than others are. They wanted to know if perceived family 
support was protective against depression when adolescents were faced with stressors. 
Hickey et al. (2017) measured problem-focused coping, avoidance coping, and support-
focused coping, against self-esteem, gender, and perceived family support. They found 
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that problem-focused coping and high levels of social support were associated with lower 
levels of depressive symptoms, and avoidance coping was associated with higher levels 
of depressive symptoms. Additionally, they found that higher levels of self-esteem 
mitigated against low levels of support, as did problem focused coping, but more so in 
females than males. Dysfunctional coping strategies, such as avoidance, were associated 
with higher levels of depressive symptoms, and were more likely to be mitigated by 
higher levels of family support. 
Kneedland, Dovidio, Joormann, and Clark (2016) were interested in whether or 
not there was a moderating role of specific coping strategies for non-suicidal self-
injurious behavior in adolescent psychiatric in-patients. They explored evidence from 
clinical and affective science and suggested clinical interventions to help improve the 
belief that emotions are malleable at an individual level. Keendland et al. (2016) found 
that overall, the evidence showed that if an individual believes she or he has control over 
his or her emotions, then she or he is more likely to engage in stronger efforts to self-
regulate. Adversely, if an individual believes that his or her emotions are a fixed trait, 
then she or he is more likely to become emotionally dysregulated. Kneedland et al. 
(2016) discussed the impact of belief in emotion’s malleability on depression, social 
anxiety disorder (SAD), and general anxiety disorder (GAD). They suggested that 
increasing the belief in emotion’s malleability can improve therapeutic interventions for 
depression and SAD, but may have a detrimental effect on GAD as those experiencing 
GAD already engage in highly vigilant efforts to control their internal and external 
worlds.  
Thomassin, et al. (2017), through an extensive literature review, discovered that 
12 
COPING STRATAGIES  
 
adolescents with high levels of emotional dysregulation and an inability to express 
emotions were more likely to engage in self-harm behaviors. Therefore, they postulated 
that if adolescents used positive coping strategies, they might be less likely to engage in 
self-harm behaviors, despite high levels of emotional dysregulation. The researchers 
focused on two in-patient psychiatric units for adolescents, and used both male and 
female participants in their sample. They were interested in five specific coping strategies 
and their role in mitigating self-harm. These were problem-focused coping, support 
seeking, positive reframing, avoidance, and distraction. Thomassin et al. (2017) found 
that positive reframing and support seeking were coping strategies that did indeed have a 
mitigating effect on self-harm behavior. They also found that problem-focused coping, 
avoidance, and distraction did not mitigate self-harming behavior. 
Bonneville-Roussy, et al. (2017) were interested in discovering the impact of 
stress, coping mechanisms, and outcomes in university settings. They were also interested 
in whether or not there was a gender difference in reactions to stress and coping. 
Bonneville-Roussy et al. (2017) used two different samples in two different settings. 
They discovered that students who experienced autonomous motivation were more likely 
to utilize engagement coping and therefore had better outcomes. Inversely, students 
experiencing controlled motivation tended to utilize disengagement coping strategies and 
therefore had worse outcomes on assessment. Engagement and disengagement coping 
were measured with the Brief COPE scale. Engagement coping led to more adaptive 
psychological outcomes then did disengagement coping. 
Dedios-Stern and Lee (2017) were interested in whether or not coping has a 
mediating role between blame attributions and quality of life outcomes for caregivers of 
13 
COPING STRATAGIES  
 
people with acquired brain injury (ABI). Dedios-Stern and Lee (2017) focused on 
problem-focused coping, dysfunctional coping, and emotion-focused coping. They 
viewed coping strategies as neither good nor bad, but rather adaptive or maladaptive 
according to the situation. They argued that the type of coping used by the caregiver 
affects the caregiver’s own quality of life outcomes, as well as the outcomes for the 
person receiving care. Dedios-Stern and Lee (2017) used the brief COPE scale to 
measure which coping strategies caregivers were using.  They found that increased blame 
attribution was associated with dysfunctional coping. In turn, increased dysfunctional 
coping was related to higher levels of depression and lower levels of quality of life 
indicators. 
First, Cheak-Zamora, and Teti (2016) focused on the stress and coping of 
adolescents with Autism spectrum disorder (ASD) and their caregivers as the youth 
transition to adulthood. They noted that both adolescents with ASD and their caregivers 
experience depression, stress and anxiety during the transition to adulthood. First et al. 
(2016) used a phenomenological approach grounded in family stress theory and stress 
and coping theory. They discovered four main stress categories. These were challenges in 
accessing outside services; challenges adapting to change; difficulties with multiple 
responsibilities; and challenges with vocation and higher education. Conversely, they 
discovered three main themes in coping. These were community support, interpersonal 
support, and self-determination.  
Moulin, Keyes, Liu, and Carson (2017) were interested in what factors were 
involved in people having excellent well-being, and predictors of change in well-being 
over time. They hypothesized that well-being could be a predictor of mental health status. 
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They divided mental health into three categories, excellent, moderate, and low. Their 
argument was that only excellent well-being is associated with low cost to society, both 
moderate and low well-being is economically costly. Additionally, they wanted to make 
clear that mental health is not the absence of mental illness, but a continuum of well-
being states. Moulin et al. (2017) tested many correlates to mental well-being in their 
study. The areas they were interested in were personal, social, and environmental. They 
used many surveys to assess these domains. One correlate they were interested in was 
coping strategies. They used three different scales to test coping. Moulin et al. (2017) 
found that high levels of self-efficacy and the ability to deal with unexpected situations 
were both positively correlated with high levels of well-being. They also found that 
coping was an important predictor in excellent mental health. 
Delongis, Folkman, and Lazarus (1988) looked at within-subject results to 
ascertain the role of daily stress on mood and overall health. They found that much of the 
research on stress, mood, and health, was cross sectional and between-subject. They felt 
there was a gap in the research as no one had compared the subjects to themselves, rather 
than to others. They felt that each individual would have personal factors that would 
affect outcomes. The study looked at the relationship between daily stress, physical 
wellness symptoms, and mood. They used the Hassles and Uplifts Scale, the Daily Health 
Record, and Rosenberg’s Scale for self-esteem. Generally, they found that an increase in 
daily hassles was associated with a decrease in mood and health. Interestingly, some 
subjects experienced an increase in mood immediately after and the day after a stressful 
day. They also found that higher levels of self-esteem and social support moderated 
physical, but not psychological symptoms associated with daily hassles. They postulated 
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that the way people cope with daily hassles likely influences outcomes for mood and 
health. 
Wingo, et al. (2015) were interested in longitudinal changes in coping strategies. 
They studied whether or not people’s use of emotion-oriented coping (EOC) and task-
oriented coping (TOC) changed with age. They were also interested in whether or not 
there was a correlation with specific psychiatric disorders and EOC or TOC. Wingo, et al. 
(2015) had a sample of 970 subjects. They were surveyed at mean ages 17, 24, 29, and 
33. They used the Coping Inventory for Stressful Situations (CISS) scale as well as the 
Holmes and Rahe Scale for stressful life events. Additionally, subjects were assessed at 
age 24, using DSM IV-TR criteria for major depressive disorder, anxiety disorder, 
alcohol misuse disorder, and drug misuse disorder. Wingo et al (2015) found that 
between age 17 and 24 people increased their use of TOC and decreased their use of 
EOC. While TOC then stabilized between age 24 and 33, EOC gradually decreased 
during the same age period. They also found that women tended to use more EOC than 
men, but TOC between men and women were the same. Additionally, more use of EOC 
was related to higher rates of depression and anxiety disorders but not alcohol or drug 
use; whereas, higher use of TOC in adolescents was associated with less alcohol and drug 
use in adulthood. 
McNeill and Galvoski (2015) focused on the coping mechanisms of people with 
both a severe mental illness (SMI) and a comorbid Post Traumatic Stress Disorder 
(PTSD). They argued that a large percentage of those with SMI also meet criteria for 
PTSD, despite the fact that many go undiagnosed. Additionally, McNeill and Galvoski 
(2015) pointed out that people with both PTSD and SMI tend to have worse functioning 
16 
COPING STRATAGIES  
 
than those with only SMI or PTSD. They believed that PTSD impairs coping more so 
than just an SMI alone. McNeill and Galvoski (2015) were mainly interested in problem 
focused coping and avoidance coping. They found that the SMI –PTSD group had higher 
levels of psychological distress than did the control group. However, they found that the 
SMI-PTSD group did not use problem focused or avoidance coping more often than their 
counterparts do. McNeill and Galvoski (2015) suggested that any therapy directed at this 
group of mental health clients should focus on evidence-based trauma-focused therapy.  
Reavley, Yap, Wright, and Jorm (2011) examined the actions taken by youth in 
Australia to deal with mental illness. They were interested in the discrepancies between 
what youth reported as likely useful in coping with mental illness, and what they actually 
did to cope. They were also interested in factors that contributed to help seeking 
behaviors. They surveyed youth between the ages of 16 and 24, and found that youth are 
most likely to seek help from family and close friends, and the health professionals most 
likely used were general practitioners (GP). They also found that youth were likely to 
engage in self-help behaviors such as physical exercise and spending time in the sun. 
Interestingly, they found physical activity and sunlight were ranked more highly for 
actual use than for belief of usefulness. On the other hand, cutting down on drugs and 
alcohol was ranked highly as a believed useful method of coping, whereas, it was ranked 
quite low in actual used method. Importantly, Reavley, et al. (2011) found that the 
highest predictor of youth using a specific method of coping was intention to do so, rather 
than belief in its effectiveness. 
Roe and Chopra (2003) engaged in a qualitative study focused on the journey of 
recovery from mental illness. The research focused on 41 participants over a year. The 
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study started when they were in hospital due to mental illness. People were interviewed 
once every two weeks. Roe and Chopra (2003) wanted to discover the process of 
recovery and found four main themes. These were a sense of hope; improvement in many 
domains at once; ability to self-regulate activity; and sustained improvement over time. 
Roe and Chopra (2003) believed that living with a mental illness does not just entail 
coping, but the generation of personal growth. They argued that a sense of hope enables 
individuals living with mental illness to better cope. Therefore, they postulated that 
therapeutic interventions should be targeted at fostering hope to better enable coping.  
Van Lith (2015) engaged in a phenomenological study focused on the lived 
experience of mental health clients using art therapy as a way to cope with their 
symptoms. There were twelve participants in this study. They were interviewed three 
times each over the course of a year. Van Lith (2015) found four main themes related to 
art therapy. These were connection to inner self; a sense of achievement; motivation 
when unwell; and a safe psychological space. Van Lith (2015) found that many of the 
participants used art as a coping mechanism to help them through their symptoms. They 
found art a motivational force even when symptomology felt unmanageable. They also 
found that art allowed them to reflect on their own mental states through the journey of 
recovery. 
Moreover, ways to increase coping mechanisms have also been studied. Such as 
Ebner, Schulte, Soucek and Kaulfield’s (2017) study that explored how coaching can 
increase coping. Jung et al (2016) were interested in how online mind-body training 
effected stress, anger, coping, resilience, affect, and emotional intelligence. In addition, 
Vyskocilova et al’s (2016) study looked at the role of cognitive behavioral therapy (CBT) 
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in increasing positive coping mechanisms. Bergomi, Strohle, Michalak, Funke, and 
Berking (2013) focused on the role mindfulness plays in increasing one’s ability to cope 
with stressful situations. Additionally, Rezaei and Sadeghi (2013) studied the effect of 
teaching coping skills on decreasing symptoms of mental illness.  
Research Question  
There is a clear indication that waiting for mental health services can have a 
negative impact on both the client and the health care system. Furthermore, there is some 
evidence to suggest that people who eventually do not attend their long-awaited 
appointments are likely experiencing a deterioration of their mental health status. As wait 
times do not seem to be getting shorter, a change in the way services are provided is 
necessary for both the system and the clients. One possible solution may be to create 
programming for people while they wait for mental health services; thereby, creating a 
system in which service users could engage in self-help and health promotion, rather than 
waiting while their mental health deteriorates.  Self-determination has a strong impact on 
success rates of mental health programming (Bellamy, et al., 2016); and therefore, should 
reflect the needs of the clients that are utilizing it. 
 There has been a plethora of research on various aspects of the coping strategies 
of mental health patients. However, little has been studied about which coping strategies 
are utilized by people who are not currently receiving services. Therefore, the research 
question chosen was “What coping strategies do adults aged 19-74 use to improve or 
maintain their quality of life while awaiting mental health services?” Findings of this 
research could inform person-centred program design potentially leading to more positive 
outcomes for service users.  
19 
COPING STRATAGIES  
 
Chapter 3: Theoretical Framework 
Stress, Cognitive Appraisal, and Coping 
There are two theoretical frameworks for this study. The first is Lazarus’ (1966, 
1984, 1991) theory of stress and coping. Lazarus (1966) characterizes coping as a process 
of appraising one’s situation. Coping mechanisms are chosen based on a person’s belief 
that she or he can affect the situation positively or negatively. A stressor is viewed based 
on potential outcomes of the situation (Lazarus & Folkman, 1997). Stress can be 
conceptualized as a relationship between the person and his or her environment (Lazarus, 
1991). A person’s appraisal of a stressful situation is sometimes based on internal 
processes and attempts to control the stressor. At other times, evaluation comes from 
environmental issues that are out of the person’s control (Chesney, et al, 2006). 
According to Lazarus and Folkman (1984) the concept of stress through stimulus, also 
known as a stressor, and the concept of stress by response to stimulus, are different 
processes. Not every organism responds to stress in the same way. If an organism is not 
vulnerable to a stressor, there will be no stress response. A person’s reaction to stressful 
situations is mitigated by his or her goals, expected outcomes, and values (Lazarus, 
1991). If a stressor acts upon a person and that person judges it as non-threatening, or has 
strong coping strategies, the stressor is less impactful. Therefore, according to Lazarus 
and Folkman (1984) a person’s relationship to the stressor is more important than the 
stressor itself. 
Cognitive appraisal entails one’s ability to assess a situation and react to it. 
Individuals differ in their vulnerabilities to external stressors. People will respond 
differently from one another to similar stimulus. For example, one person may find a 
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challenging situation invigorating, while another may find the same situation anxiety 
provoking. Therefore, in order to help mitigate stress, intervention should occur between 
the encounter with the external stressor and when the reaction occurs (Lazarus & 
Folkman, 1984). Additionally, Lazarus and Folkman (1984) argue that in order for people 
to live their best lives, they must have the ability to distinguish between what is safe and 
what is dangerous. Successful adaption relies on one’s ability to make the distinction 
between safety and harm. It is this process of subjective judgement that can be defined as 
cognitive appraisal (Lazarus & Folkman, 1984).  
People engage in both primary and secondary appraisal (Lazarus & Folkman, 
1984). Primary appraisal is the initial cognitive process that distinguishes between 
irrelevant, benign, and stressful stimulus. If a stimulus is appraised to be either irrelevant 
or benign, there is no need for the person to respond to it, it carries no threat. However, 
when a stimuli is deemed stressful, the person then appraises it as harm/loss, threat, or 
challenge. Harm/loss appraisal comprises stress in which the person has already sustained 
some sort of injury or illness, or loss of something he or she values. When harm/loss 
occurs, coping strategies cannot mitigate the situation as the harm has already occurred. 
When threat appraisal occurs, the harm or loss has not yet taken place, but can be 
anticipated. Challenge appraisal is similar to threat appraisal; yet, challenge appraisal 
allows for potential for gain. Notably, threat and challenge are not always mutually 
exclusive and can occur simultaneously. Coping strategies can be employed in both threat 
and challenge appraisal as no harm has yet occurred, but only anticipation of harm 
(Lazarus & Folkman, 1984).  
Secondary appraisal occurs after the initial reaction to a stimulus takes place 
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(Lazarus & Folkman, 1984). Secondary appraisal allows the individual to figure out what 
must be done to manage the situation while taking an inventory of all coping strategies 
that are available. Outcome expectancy refers to the evaluation that a certain coping 
strategy will lead to the desired outcome. Efficacy expectation refers to the person’s 
belief that he or she can successfully deploy the coping mechanism best suited for the 
desired outcome (Lazarus & Folkman, 1984). The interplay between primary and 
secondary appraisal is quite complex. If a stressor is deemed to have a high chance of 
harm/loss and the person has little confidence in his or her available coping mechanisms, 
the emotional response will likely be quite devastating. However, if the threat is 
appraised as high, but the person believes they have the ability to cope with it, the 
emotional response will be mitigated (Lazarus & Folkman, 1984). The appraisal process 
is a cognitive mediator to the stress reaction that occurs when the person is confronted 
with a potentially stressful stimulus (Lazarus & Folkman, 1984).  
Lazarus’ (1966, 1984, 1991) theory is relevant to this research because people’s 
use of coping mechanisms is directly related to the expected outcome of using them 
(Chesney, et al., 2006). As stated above, people waiting for psychiatric appointments are 
vulnerable to decompensation of their mental status. How they appraise every day 
stressors will directly affect how they cope.  
Appreciative Inquiry 
The second theoretical framework for this study is Appreciative Inquiry (AI). 
Appreciative Inquiry originated as a change management strategy. The founders adopted 
the term AI because to appreciate is to see the best in the world, and to inquire is to be 
open to potential and possibilities (Cooperrider & Whitney, 2005). The creators of AI 
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believed that traditional change management philosophy was far too focused on problems 
and their solutions (Cooperrider & Srivastva, 1987; Cooperrider & Whitney, 2005). 
Cooperrider & Srivastva (1987) viewed problem solving as counterproductive. They 
supposed that focusing on human deficits hindered social constructivism. They were 
interested in focusing energy on the positive, generative, and constructive aspects of 
organizations and people, rather than weaknesses (Bushe, 2007; Cooperrider & Srivastva, 
1987; Cooperrider & Whitney, 2005). They also argued that what one focuses on grows, 
and what one ignores will eventually extinguish. Therefore, focusing on problems begets 
problems, and focusing on strengths begets strengths (Bushe, 2011; Cooperrider & 
Srivastva, 1987; Cooperrider & Whitney, 2005). AI is based on the concept that change 
requires new ideas (Cooperrider & Srivastva, 1987). AI is grounded in social 
constructionist theory, and can be described as a strengths based movement (Bushe, 
2011). Much like solution-focused therapy, AI builds on already existing strengths, rather 
than attempting to diagnose problems and prescribe solutions (Bushe, 2011).  
The Principles. AI is based on 5 main principles and 8 assumptions. 
Constructionist Principle suggests that the locus of knowledge can be shifted from the 
individual to the relationship. Reality becomes a collaborative process between 
individuals and the environment, or in our case, individuals and the mental health system. 
The act of inquiry allows for a collaborative quest of understanding in order to construct 
a better system (Cooperrider & Whitney, 2005). Cooperrider and Whitney (2001) distill 
the Constructionist Principle into the phrase “words create worlds”. To put it simply, the 
words we use in our everyday language affect our social environment. Using positive 
language and carefully constructed questions leads to positive results. The questions used 
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in this study has been designed to elicit the best of what people are already doing to help 
themselves.  
The Simultaneity principle recognizes that inquiry and change occur at the same 
time. The very act of inquiry changes the thing, person, or system that is the subject of 
that inquiry. Every question has the potential to evoke change, and the question asked has 
implications on the findings (Cooperrider & Whitney, 2005). Cooperrider and Whitney 
(2005) suggest that any type of research has the capacity to alter people’s views of 
reality. What a researcher chooses to study and how the question is tackled, creates 
change during the research (Cooperrider, Barrett & Srivastva, 1995). Traditionally it is 
posited that researchers discover answers and uncover data. AI practitioners argue that 
researchers create reality (Barrett & Fry, 2005; Whitney & Cooperrider, 2001). The 
interviews for this research can be a therapeutic process in which people will have the 
opportunity to talk about the best things about themselves; thereby, encouraging positive 
change.  
The Poetic Principle suggests that organizations and human stories can be likened 
to poems or books. Life is expressed through the stories that are told (Bushe, 2011; 
Cooperrider & Whitney, 2001). There are many ways to read them and interpret them, 
and our understanding of them comes from our own reading. Different people can 
interpret the same thing in very different ways. The Poetic Principle allows for open-
minded dialogue and understanding of human systems (Cooperrider & Whitney, 2005), 
and encourages listening to every voice, even the marginalized ones (Bushe, 2011; 
Whitney & Torsten-Bloom, 2003). Every mental health patient comes to the mental 
health system with his or her own story and experiences. The interviews for this research 
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will be designed to allow clients to tell their own stories in their own ways.   
The Anticipatory Principle suggests that the view of what is to come guides 
current behavior. Human systems project into the future and choose actions based on the 
anticipated outcome. The future is always part of the present; and therefore, positive 
anticipation creates a positive present (Cooperrider & Whitney, 2005). The Anticipatory 
Principle suggests focusing on possibilities rather than problems (Bushe, 2011). As noted 
above, waitlists can be anxiety provoking for many people due to the lack of clarity 
around process and outcome. Allowing people to focus on their successes will remind 
them of how they have gotten through difficult times in the past.   
The final principle of AI is the Positive Principle. The Positive Principle is 
grounded in the concept that in order to sustain momentum towards a positive future, the 
present must be mired in positivity (Cooperrider & Whitney, 2005). Positive affect can 
help to build rapport and sustain change (Cooperrider & Whitney, 2001). Positive patient 
care starts with the belief that patients can recover. Recovery often starts with first 
contact with a mental health professional. In order to engage in positive recovery, the 
mental health system is required to work with patients to engage on their terms in ways 
that work for them. People are better able to cope when they experience positive affect 
(Bushe, 2011). However, it is important to note that AI by no means suggests ignoring 
negative emotional states, but rather suggests inquiring into them in generative ways 
(Barrett & Fry, 2005; Bushe, 2011).  
The Assumptions. AI is grounded in 8 assumptions. These assumptions are: 
every organization, group, or person is doing something that works; what is focused on 
becomes reality; reality is created in the present and at any given time, multiple realities 
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exist; questions have influence; comfort can be created by carrying something known 
from the past into the unknown of the future; differences should be valued; and reality is 
framed by language (Hammond, 2013). The eight assumptions work together and support 
the five principles. In order to create positive change, AI practitioners suggest 
discovering the best of what an organization, system, or person is already doing, and 
doing more of it. By focusing on what is working, the positive aspects become a greater 
reality (Cooperrider, 1990). Change becomes easier if the person or organization is asked 
to take what they are doing well, and bring it forward, rather than to change what they are 
doing entirely. In the case of this research question, it is assumed that people waiting for 
services are finding ways to cope with stressful life situations. It is proposed that if those 
coping strategies can be discovered, they can be capitalized on to create better 
programming.   
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Chapter 4: Research Design 
 Appreciative Inquiry (AI) is traditionally used for change management and action 
based research to investigate the best of what an organization, system, or person is doing 
and to find ways to use those strengths in areas that are not working as well (Cooperrider, 
1990). Although this study is not action based research, AI was chosen because of its 
ability to be utilized as an alternative to traditional problem focused research methods 
(Hennessy & Hughes, 2014). The philosophies behind AI research are congruent with the 
philosophies behind person centered, recovery focused, and community based mental 
health care. Like recovery focused care, AI is centered on what people already do that is 
positive and increases quality of life (Cooperrider, 1990). Although mental health care 
has been moving towards strength rather than deficit based models, research continues to 
be problem focused, looking at what is not working, rather than what is working. AI 
provides a framework to examine positive aspects of mental health care, emphasizing 
opportunities to overcome challenges, while highlighting areas that are in need of 
improvement (Hennessy & Hughes, 2014).  
 AI investigates what is working well, and by so doing, gives opportunities for 
people to tell stories that highlight achievements and identify areas for change. AI 
research uses the 4-D cycle. The stages of the 4-D cycle are discovery, dream, design, 
and delivery. Asking questions is at the heart of AI research. AI questions are carefully 
crafted to empower the interviewee. The questions are designed to collect data about the 
best attributes of participants. They are life affirming and generative in nature (Hennessy 
& Hughes, 2014). 
AI researchers value the core positives of participants; focus on life-affirming 
27 
COPING STRATAGIES  
 
stories (Discover); identify themes and topics within the stories and inquire further into 
those themes and topics (Dream); help create a shared image of what the future can hold 
(Design); and work with participants to find concrete ways to achieve the preferred future 
(Deliver) (Hennessy & Hughes, 2014).  
Research Method  
The initial stage of the research is the Discovery stage. During this stage the 
interviews took place (Hennessy & Hughes, 2014). (See Appendix A). Data was gathered 
using open ended, semi structured questions. Interview questions were crafted to elicit the 
best of what participants were doing. The interview process was chosen because the goal 
of the research was to discover how participants were coping from their own perspective 
and the qualitative interview allows the researcher to form a rapport with participants and 
gain insight into the participant’s experiences (Polit & Beck, 2012). Questions were 
designed to enable participants to self-reflect on times they have best coped with difficult 
situations and examine successful outcomes. During the Discovery phase, the researcher 
attempted to uncover the participant’s strengths and areas for improvement. 
The interview was designed as a three-part process (Hennessy & Hughes, 2014). 
The first part included questions designed to elicit peak experiences with coping. The 
second part focused on specific coping strategies. The final part of the interview was the 
concluding questions. These questions focused on how participants believe the mental 
health system can support them in using their best coping strategies in future.  
While there was an interview guide prepared, it quickly became apparent that 
participants had stories that they wanted to tell. As AI research holds that stories are 
central to the process, participants were allowed to talk about what they wanted to focus 
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on. The interview questions were open ended in nature; therefore, the interviewer 
followed the lead of the participants. Weller et al. (2018) argue that open ended questions 
can be used to get an in depth understanding of a topic through eliciting both short 
answers and long narratives. During the data gathering phase of this research, many 
participants chose to answer questions in long narratives, and the interviews followed the 
path the interviewee chose to take.  
The next phase of the process is the Dream phase. This is the opportunity to 
reframe problems into solutions and strategize positive change (Hennessy & Hughes, 
2014). During this phase of the research, the researcher identified the strengths and 
weaknesses of participants coping strategies, based on the outcomes of the interviews, 
and strategized ways the mental health system could help clients improve their coping 
strategies. The Design phase is the part of the research in which the researcher made 
organizational recommendations for future waitlist programming. The recommendations 
are informed by the findings of the participant interviews. 
The final stage is the Destiny phase, also known as Delivery (Hennessy & 
Hughes, 2014). This is the point at which the researcher will hand over recommendations 
to the South Island Mental Health and Substance Use Steering Committee. It will be up to 
them to decide if the research has successfully informed quality improvement initiatives 
for waitlist programming.  
Utilizing AI as a research method provides an alternative way to explore mental 
health services. AI facilitates learning through storytelling, empowerment, celebration, 
and affirmation of what is working well and what has worked well in the past. AI is non-
judgmental and non-threatening, and is congruent with the current trends in mental health 
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care, such as recovery oriented, person-centered care. The 4-D cycle can be used to 
collect data in a transformational way, removing blame and recognizing that each 
participant is doing something that works and by finding out what that is, the researcher 
can illuminate possible changes to what is not working (Hennessy & Hughes, 2014).  
The researcher’s role 
Appreciative Inquiry research allows the researcher to become involved in the 
stories that are told by participants (Hennessy & Hughes, 2014). Story telling is a two-
way experience between the teller and the listener. However, it is important for any 
qualitative researcher to reflect on his or her own experiences and biases during the 
research process. The researcher is a Registered Psychiatric Nurse (RPN). During the 
beginning stages of the research, the researcher was employed as an Assertive 
Community Treatment (ACT) Team Nurse Leader. At the end of the research, the 
researcher was employed as a Director of Nursing (DON) for a private mental health and 
substance use treatment center. However, the researcher has worked in a variety of 
mental health and substance use facilities and community programs and has been 
intimately involved with reviewing and making recommendations for mental health and 
substance use services in Victoria, BC. The researcher’s educational background includes 
a bachelor’s degree in English Literature from Simon Fraser University, a diploma in 
Psychiatric Nursing from Stenberg College, various nursing classes through Douglas 
College and Athabasca University, as well as enrollment in the Masters of Psychiatric 
Nursing Program at Brandon University. This research is being conducted as a 
requirement for completion of the previously mentioned Master’s degree. The researcher 
has no conflicts to declare.  
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Participant selection and sampling  
The target population for this study was adults aged 19-74 referred and waiting 
for psychiatric services in Victoria, BC. People younger than 19 and older than 75 were 
excluded as adult mental health services in Victoria use these age categories to determine 
which patients can access their services. People under 19 access child and youth mental 
health services, and people over 74 access senior’s mental health services. Convenience 
sampling was used as the population of interest was service users in a specific city during 
a specific period. Nine participants were interviewed. Interviews took place until 
saturation was reached.  
Gaining access to participants. The initial plan for this study was to recruit 
participants through Central Intake and Victoria Mental Health Center through a verbal 
invitation from administrative assistants and clinicians to participate. However, after 
waiting for two months, no participants had volunteered for the study. Therefore, the 
recruitment area was broadened. Recruitment posters were put up in 12 walk in clinics in 
and around the downtown area of Victoria, BC. (See Appendix B). Participants were 
given the option of contacting the researcher by email, phone, or text. The researcher then 
sent each of them an information letter and the informed consent document by email. If 
participants were still interested in being a part of the study, a time and place was 
scheduled for interviews.  
Prior to starting each interview, the researcher and participant reviewed together 
the informed consent document as well as a brief one-page description of the study 
written in accessible language understandable to people with a grade eight level of 
education. Participants had the opportunity to read the documents on their own, the 
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researcher verbally reviewed the study information, and consent form with participants to 
ensure they fully understood the parameters of the study and their rights as participants. 
Participants were reminded that the study was voluntary and that they could decline to 
answer any questions for any reason, and or pull out of the study at any time. 
Participant’s autonomy was respected and they were made aware of the parameters of the 
research. They all had the capability to understand the information provided and 
voluntarily consented to participate in the research (Streubert & Carpenter, 2011). Mental 
health service users are considered a vulnerable population; therefore, it was important to 
ensure a higher level of rigor when establishing consent than when working with non-
vulnerable people (Morse, 1993).  
Because recruitment was done by using posters at walk in clinics, and only those 
interested in participating were included in the study, there is a possibility of selection 
bias. Participants essentially self-selected; therefore, there is no guarantee the sample 
contained members with all relevant demographic characteristics (Plichta & Kelvin 
2013). There is a possibility that people who were willing to participate over represented 
a segment of the population.  
Demographics. Nine participants were interviewed during this study. Three of 
them identified as male and 6 identified as female. All were cis gender. In this sample, 
the following diagnoses were disclosed: six had Major Depressive Disorder (MDD), four 
had Generalized Anxiety Disorder (GAD), one had Attention Deficit Hyperactivity 
Disorder (ADHD), two had Bipolar disorder, one had bulimia, one had anorexia, one had 
Post Traumatic Stress Disorder (PTSD), one had Autism Spectrum Disorder (ASD), and 
one was not yet diagnosed. Some of these diagnoses were comorbidities within one 
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participant. Ages of participants ranged from 22-74 years old. Medical diagnoses 
disclosed were scoliosis, degenerative disk disease, diabetes, irritable bowel syndrome, 
anemia, hypertension, metabolic syndrome, asthma, eczema, allergies, and sleep apnea. 
Only two participants were substance users, and both used marijuana recreationally.  
Protection of participants and ethical considerations 
Ethics were considered throughout the research process (Streubert & Carpenter, 
2011).  Ethics approval was sought and granted from both the Brandon University Ethics 
Review Board (See Appendix C) and the Island Health Ethics Review Board (See 
Appendix D). Confidentiality was ensured, informed consent was received, and risks and 
benefits to participants was discussed (See Appendix E). 
Confidentiality. All patient information was kept confidential for this study 
through the collection, storage, and use of participant information. The ethical principle 
of beneficence can be applied to the importance of anonymity and confidentiality 
(Streubert & Carpenter, 2011). Participants have the right to the expectation of privacy 
when they are engaged in a research project. All patient information gathered was kept in 
confidence (Polit & Beck, 2012). For the purposes of this research, anonymity was 
ensured. Clients met with the researcher for an interview, all data collected was coded 
and not attached to any client identifiers. No identifying information was kept.  
Informed consent. Each participant gave informed consent to participate in his or 
her interviews. (See Appendix E). The informed consent document was emailed to each 
participant before interviews were scheduled so the participants had the opportunity to 
read it in their own time and ask questions before interviews took place. Before 
interviews commenced, the interviewer read the informed consent document to 
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participants, gave them the opportunity to ask questions, and then asked them to sign the 
informed consent document. Participants were reminded of their rights to withdraw from 
the study at any time.  
Risks and benefits. There were no foreseeable risks to participants during this 
study. If participants did experience undue stress or a heightened urgency for mental 
health care due to being interviewed for this study, the principle investigator, who is also 
a psychiatric nurse, was prepared to assess risk and need. If the participant was found to 
be at imminent risk to self or others and require immediate hospitalization, the principle 
investigator was prepared to contact the police and request the participant be taken to 
hospital for psychiatric assessment. If the participant was assessed to not require 
immediate care, but require further follow up, the principle investigator was prepared to 
suggest the participant contact Citizen’s counselling to receive therapeutic services while 
the participant continued to wait for mental health care. However, none of this proved 
necessary. The principle investigator did find the need to work with two participants to 
prepare a safety plan as both had disclosed previous suicidal ideation. As neither of them 
was suicidal at the time of the interview, the principle investigator felt neither of them 
was clinically at risk at that time, and therefore, hospitalization was not necessary.  
 The foreseeable benefit to participants was the opportunity to be reminded of, 
recognize, and discuss their strengths. Appreciative Inquiry is designed to be life 
affirming and generative in nature (Cooperrider & Whitney, 2001). Therefore, 
participants had the opportunity to talk about their strengths in a positive way.  
Data Collection: The Discovery Phase 
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 All interviews were digitally recorded and transcribed verbatim by the principle 
investigator. Field notes were taken during the interviews in paper form. Notes were also 
made on the interview transcripts. Transcripts were stored on a password protected USB 
and laptop computer. Audio recordings were erased after transcription. Interviews took 
28-64 minutes.  Seven interviews took place at Pandora Health Centre, one took place at 
Victoria Mental Health Centre, and one interview was done by telephone. Participants 
were given the choice of being interviewed at an Island Health meeting room, in a coffee 
shop, or by telephone. Island Health meeting rooms were chosen based on participant 
preference, safety considerations, and availability of the room. Participants were 
reminded that they could withdraw from the study at any time until the written study was 
submitted. No participants have chosen to withdraw.  
Data Analysis: The Dream Phase 
Data was analyzed using the Appreciative Inquiry 4-D cycle. The analysis of data 
took place in the Dream and Delivery phases. Interviews were transcribed within two 
weeks of the interview date. The interviewer was present during the interviews and took 
notes during the interview. Then the researcher listened to each interview from beginning 
to end before transcribing. Next, the researcher listened to each interview and manually 
transcribed them using a word processor. Many parts of the interviews were played 
repeatedly to ensure the researcher understood the tone and meaning of the participant. 
The interviewer then read each transcription while listening to the recording, making 
more notes as needed.  
Thorne (2000) argues that data analysis for qualitative research is a somewhat 
natural process for nurses, as nurses are trained to gather data about individuals, compare 
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the data to information known about other, similar subjects, and compile information into 
reports to inform clinical decision making. However, data analysis is much more in depth 
and methodical than simply following the nursing process.  
While the principle investigator used many nursing interview skills to evoke 
answers from participants, the formal approach used was constant comparative analysis 
using inductive reasoning. Constant comparative analysis is designed to generate and 
suggest conclusions about phenomenon and result in a general theory about the subject 
studied (Glaser, 1965). No claim should be made about truth or universality of the 
findings of the analysis (Glaser, 1965). The constant comparative method is done in four 
stages, these are comparing incidents applicable to each category; integrating categories; 
determining the boundaries of the theory; and finally writing (Glaser, 1965).  
The researcher started with the first stage: Comparing incidents applicable to each 
category (Glaser, 1965). During this initial stage, the researcher analyzed the transcripts 
and picked out themes. The transcripts were printed and notes were made directly on the 
transcripts using approximately 1-6 words per theme. The themes were first listed in a 
word document. They were then listed on an excel spreadsheet. Each theme from each 
transcript was compared with themes from other transcripts. This occurred continually 
throughout the coding process. Memos were taken when themes began to emerge (Glaser, 
1965).  
The next step in the process is integrating categories and their properties (Glaser, 
1965). During this stage of the analysis process, the researcher began to identify 
categories of coping strategies that emerged from the interviews. One hundred and sixty 
different coping strategies were identified. Each coping strategy was given a title and 
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written on a card. Each card was placed in a pile with other like cards until categories 
were identifiable. The titles of the categories were written on separate cards. The coping 
strategy cards were then re-analyzed to ensure they were in the right category. The 
interviews were read through once again to ensure the principle investigator considered 
the message and context of the participant’s statements when discussing coping 
strategies. Glaser (1965) argues that categories tend to emerge through constant 
comparison.  
The next stage of the analysis process was the delimiting the theory (Glaser, 
1965) stage. Glaser (1965) argues that this process occurs naturally, as modifications 
begin to become fewer through the constant comparison process. The researcher was able 
to create more general categories of coping strategies as it became clear that many of the 
categories could be sub-categories of greater categories. The analysis process allows the 
theory to become more parsimonious (Glaser, 1965). Additionally, during the process, 
categories began to become saturated. As new coping strategies emerged from the 
transcripts, they were easily placed in existing categories. Once the categories were 
identified, the researcher was able to write the analysis in the form of the thesis.  
Personal Reflection 
Prior to this research project, the principle investigator had experience dealing 
with waitlists as a practitioner. The principle investigator was the lead on a yearlong 
project at Victoria Mental Health Centre (VMHC) to investigate and manage a long 
waitlist for psychiatric services. The waitlist project was the inspiration for this research 
topic, and the principle investigator entered the research process with preconceived ideas 
about how people would respond to waiting for services. The principle investigator had to 
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consciously put bias aside while conducting the literature review and the interviews for 
this research. It is important to be aware of and identify any apriori knowledge and bias 
when investigating a topic for research (Polit & Beck, 2012). Hence, during the interview 
process, the principle investigator used self-reflection to identify her own opinions and 
feelings about the phenomena of interest. The principle investigator used therapeutic 
silence to allow participants space and time to answer the questions in their own ways 
and to resist the urge to direct or interject (Stuart, 2013; Wheeler, 2014). The principle 
investigator purposefully allowed the participants to break the silence to give them time 
to think and reflect, and give them a sense of safety (Stuart, 2013; Wheeler, 2014).  The 
principle investigator also used an interview guide with open-ended questions, and used 
short probing questions ad hoc throughout the interview to help participants elaborate on 
certain thoughts and ideas. Additionally, it became evident that some participants were 
unaware of resources available to them in the community. The principle investigator 
waited until the interviews were over and participants had the opportunity to explore the 
topic thoroughly before engaging in any teaching. It was important that the principle 
investigator not influence the data by giving opinions or advice.  
 Furthermore, in three of the interviews participants disclosed that they had 
experienced suicidal ideation while waiting for services. As a psychiatric nurse, it was 
important for the principle investigator to explore this topic more thoroughly with 
participants to ensure safety. The informed consent document used for this study 
indicated that the principle investigator would assess for risk and need if a participant 
indicated a heightened sense of urgency for mental health services. In order to avoid 
biasing the data, the principle investigator waited until after the interviews were complete 
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to do a more thorough suicide risk assessment. In all three cases, it was found that the 
participant in question was not at imminent risk. However, the principle investigator 
worked with the participants to create individualized safety plans in the event that the 
suicidal ideation returned.  
 In addition, after the data and during the writing of this thesis, the principle 
investigator experienced a health crisis. Over a period of approximately 3 months, the 
principle investigator gradually lost much of her site. Following that, the principle 
investigator convalesced for two months. This was a very dark and scary time. It took a 
number of months to get a diagnosis. The principle investigator was told by her 
optometrist and primary care physician that the wait list to see ophthalmologists was over 
a year and the principle investigator decided to visit the emergency room on two different 
occasions in order to access ophthalmology sooner. After seeing 4 different 
ophthalmologists, two of whom were in a different city; an internal medicine specialist; 
two emergency room physicians; an optometrist; and various natural medicine 
practitioners, the principle investigator finally started on medications that helped her 
condition. It is probably redundant to mention that the principle investigator experienced 
a situational depression. In order to get through it, the principle investigator recalled 
many of the coping strategies that had been discussed by participants in this research. The 
principle investigator engaged in a number of adaptive coping strategies, she practiced 
yoga, meditated daily, spent time with friends and family, changed her diet to help with 
inflammation, and took medication daily. However, she also engaged in some 
maladaptive coping strategies such as ruminating, crying, and isolating. This experience, 
although incredibly difficult, has allowed the principle investigator to relate with this 
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research on a much more personal note. In the beginning, although the principle 
investigator had professional experience with managing waitlists, she had no experience 
from the service user side. This experience allowed her to see that many of the findings in 
the literature review and in the research itself was true for physical health care in the 
same way it was for mental health care.  
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Chapter 5: Findings 
This study was designed to elicit information about the positive way in which 
participants were coping while waiting for mental health services. In order to do that, the 
researcher asked questions about how long the participant had been waiting; what the 
participant was doing to cope; times the participant felt most supported by the mental 
health system; suggestions from the participant about how to improve the mental health 
system; and whether or not the participant had been offered alternative services to access 
while waiting. 
The themes that emerged during the data analysis process can be broken into 
categories. Part one uncovered the themes of: wait times as unquantifiable; primary care 
as a barrier; and negative impacts. Part two uncovered the themes of: self-support, 
extrinsic supports, self-harm; avoidance; and obligation. Self-support could be further 
broken down into subcategories positive reframing, activities of daily living (ADLs), 
mindfulness, arts and crafts, exercise; self-care; education; spirituality; and nature. 
Extrinsic supports could be further broken down into subcategories engagement, 
community supports, system supports, alternative therapies, and interpersonal supports. 
Avoidance could be further broken down into subcategories adaptive avoidance and 
maladaptive avoidance. Obligation could be broken into subcategories obligation to self 
and obligation to others. Part three uncovered the themes: choice, empathy, non-
judgmentalism, and timely access.  
 
Table 1 
Themes uncovered 
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Interview Section Theme 
Section 1. How long did you have to wait for services?  
Findings: Wait times as unquantifiable 
Primary Care as a barrier 
Negative Impacts of waiting 
Section 2. What coping strategies are you using to improve your quality of life? 
Findings: Self-Support 
Positive reframing 
ADLs 
Mindfulness 
Arts and Crafts 
Exercise 
Self-Care 
Education 
Spirituality 
Nature 
Extrinsic Support 
Engagement 
Community Supports 
System Supports 
Alternative Therapies 
Interpersonal Supports 
Self-Harm 
Avoidance 
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Adaptive Avoidance 
Maladaptive Avoidance 
Obligation 
Obligation to Self 
Obligation to Others 
Section 3. What are the aspects of mental health services that make you feel supported? 
Findings: Choice 
Empathy 
Non-judgement 
Timely access 
 
Wait Times 
 Unquantifiable. Participants of this study had been waiting for various amounts 
of time. Interestingly, many felt that giving their wait time a number limited it in a way 
that was not fair to their experience. One participant had been referred for services, but 
was told the wait list was going to be eight months. He stated  
I’ve been off meds for about 3 years, it’s been difficult but worth it. And this past 
summer, I was like okay, I need to go back on even if it’s not what I want. Even if 
I don’t want the side effects or the rest of things that go along with taking meds. 
They told me it was 8 months wait, so I cancelled it. 
Although this participant was not currently waiting for mental health services in the way 
the services themselves would measure it, as a name on a waitlist to see a specific 
psychiatrist or be admitted to a specific program, he considered himself waiting. The wait 
started long ago for him and he was unable to quantify it. 
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Another participant had been waiting for 10 months since the time of referral. 
However, it was this participants second time through the system, and therefore, second 
time on a wait list for services. Another participant had the first telephone interview with 
intake services five months before this study took place, and had yet to hear from the 
final destination service. This sense of an endless waitlist contributed to her hopelessness.  
Three participants had been waiting five months, seven months, and three months 
respectively. Another had waited 11 months, and had actually attended her first 
appointment before the interview took place. She stated “I had forgotten about it because 
at least eight or nine months had gone by”. One participant had been waiting over two 
years. The participant had self-referred to several services, but was unable to get an initial 
appointment with any. Finally, one participant was unable to report how long he had been 
waiting as the participant had been through the system many times and had been referred 
to several different services over the years. The participant stated: 
What mostly happened here in Victoria was some waiting and then some help, or 
at least to the point that I’m feeling better. It’s hard to quantify. 
Therefore, wait times varied from three months to what seemed like an indefinite amount 
of time for some. 
Interestingly, many of the participants felt the wait time could not be quantified 
from the time of their referral to services to the time of their first appointment. Rather, 
they felt the wait was much longer than that. Many felt the wait had started before they 
even asked for the initial referral to mental health services. For them, the wait started 
when they began to feel unwell. 
Primary care a barrier. In many cases, it took time and courage for them to ask 
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for help to begin with. Some participants felt the relationship they had with their primary 
care providers was not strong enough to disclose mental health issues. One participant, 
when asked about how long she had to wait for services, stated: 
Up until now, I’ve just been plugging away at it. I never told my doctor, up until 
recently. Except when I initially got diagnosed 14 years ago, I’ve never been very 
open with my doctor because she’s not a very friendly person. When it got really 
bad this summer I went to BCSS [British Columbia Schizophrenia Society] and I 
did some programs. They encouraged me to talk to my doctor. They aren’t 
allowed to talk about medications but they encouraged me to seek help from my 
doctor. I stayed on the exact same drug for 14 years. So really it’s my fault.  
A different participant had seen a psychiatrist in 2015 through the Enhanced 
Collaborative Care (ECC) clinic in Victoria, and had been referred back to mental health 
because her condition had deteriorated. When patients access the ECC, they see a 
psychiatrist 1-6 times for assessment. The psychiatrist then sends recommendations to the 
PCP for follow up. The PCP is able to access the psychiatrist by telephone for further 
consultation as needed. This participant stated of her experience  
I hoped it would be [helpful] but the medication she suggested didn’t work and 
my doctor didn’t follow up with her. He decided to give me something else. That 
might have contributed to why they refused to take me the second time. The lady I 
talked to before I saw the psychiatrist said it was a program for my doctor to work 
with the psychiatrists, but he didn’t want to.  
Other participants reported difficulty finding a primary care physician (PCP), and 
therefore, they either had to be referred to mental health services through a walk in clinic 
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from a physician they had no relationship with, or they had to wait until they could find 
primary care. Additionally, a number of participants felt there was little to no 
communication between their PCP and the mental health system. They felt unclear about 
whether or not their PCP had followed up on referrals and were loath to ask because they 
felt they might be bothersome and did not want to be labelled a difficult patient. One 
participant stated: 
My old doctor referred me to USTAT (Urgent Short Term Assessment and 
Treatment) in April and I never heard anything. So I’m still waiting… That’s the 
most recent one. He said they’d call in a couple of weeks to set up an 
appointment, so it’s frustrating to just wait. I’m going to talk to my new doctor 
about it. My doctor abandoned his practice. And he’s never been caring or 
empathetic about my Mental Health issues, so he hasn’t been a big help or an 
advocate. The second time I asked for a referral to USTAT, they refused to take 
me and he didn’t tell me why. So I don’t know what he put on the form.  
Negative Impacts. All participants interviewed reported feeling frustrated with 
the way in which waitlists in Victoria are managed and the time it takes to get an initial 
appointment. One participant stated “Imagine the progress I could have made had I gotten 
[help] sooner”.  
Additionally, many people reported negative impacts on their lives while waiting 
for services. Relationships, jobs, and families were negatively impacted. One participant 
stated  
What I found is that my life is a lot of broken connections. A couple steps 
forward, a couple steps back or completely break off… That was one of the main 
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things I noticed about my diagnosis going untreated is that my relationships 
suffered a lot. I could suffer through things until my heart explodes but I wasn’t 
getting the most out of life because I didn’t have a relationship with myself. There 
was no continuity in nurturing long-term relationships. 
 Although all of the participants were able to find ways to cope, to some extent, with their 
symptoms and their illnesses while they waited for services, it appears that the long wait 
times created extra challenges for them. Many had to take time off of work, lost 
relationships, and lost self-esteem while they waited. 
All of the people interviewed felt that being forced to wait for help was a 
significant stressor for them. Although they had some innate coping strategies, many of 
them found it hard to access them all of the time. Another factor that contributed to their 
stress was the open ended wait lists. Only one participant interviewed had been given a 
timeline for her initial mental health appointment. After waiting for five months, she was 
told she still had another one to three months to wait because she was no longer acutely 
ill. Although she had been suicidal when she was referred, she was told she would only 
have one appointment with a psychiatrist. She stated  
I got a phone call this last week to do the initial phone interview assessment. She 
said it will be another 1-3 months until I get in because I’m in recovery and not in 
crisis and then they won’t keep me because I’m not in crisis anymore. She said I’d 
get one appointment with the psychiatrist and then he’d have phone contact with 
my GP after that. They want you to be healthy so they can’t take you so they 
don’t have more clutter. They’re doing it to everyone across the board. It’s a night 
mare. 
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The rest did not know how long the wait would be. They found it harder to remain 
hopeful when they were not able to see an end to waiting and found it difficult to cope. 
One participant stated 
I never got an answer … 2 years ago. Another one, maybe a year and a half ago, 
never got an answer back too. There have been a couple of organizations that I’ve 
put my number on, that have long wait list, that I never get called back from, 
more than a year ago, 2 years ago. I understand there are more and more people 
on the list. That’s what’s happening, so many crisis’s going around. Job, housing. 
They have to process it. On the two places that I called, I called more than once. 
Within a week and a half I called twice because I didn’t get a call back. I called 
while it was still fresh in my courage. I have heard that I’m not the only one that 
experiences that.  
Coping Strategies 
 This study was able to elicit many adaptive coping strategies from participants. 
Additionally, there were a number of maladaptive coping strategies disclosed, although 
not requested. The categories identified were Intrinsic Supports, with the subcategories 
Positive Reframing, Activities of Daily Living (ADLs), Mindfulness, Arts and Crafts, 
Exercise, Self-care, Education, Spirituality, and Nature; Extrinsic supports with the sub 
categories Community Supports, System Supports, Alternative Therapies, and 
Interpersonal Supports; Self-Harm; Avoidance with sub categories of Adaptive 
Avoidance and Maladaptive Avoidance; and Obligation to Self and Others.  
 Intrinsic supports. All participants identified some level of intrinsic support as a 
coping strategy.  
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Positive reframing.  
All participants identified positive reframing. Positive reframing in this context 
was changing one’s mind set. Participants reported forgiving self and others; using 
humor; taking up space in the world; being grateful; gratitude journaling; taking positive 
risks; shifting their expectations; committing to getting better; holding out hope for a 
better future; and avoiding ruminating.  
In regards to positive reframing, one participant stated: 
One of the … things I tell myself is no matter how difficult it feels in the moment, 
think of things in the long term and with as much hope as possible. Often times 
things do get better, then they get worse again, it’s like a cyclical recurrent thing, 
but since learning about the work of Gabor Mate and all of this research with 
psychedelics, it has given me hope that I can address the root causes of this thing. 
It’s kind of a mind-set thing, reminding myself that it hurts right now, but in the 
future it won’t hurt, and maybe things can get really good. 
Another participant stated: 
That was a time in my life where I got to shift focus. I shifted my expectations. I 
went into things expecting it to be a better way. That makes every situation toxic. 
I learned to reframe that things are what they are and to focus on me and be 
healthy and happy. 
Activities of daily living. 
Engaging in the activities of daily living was also identified as a way to positively 
cope with difficult symptoms. Many participants noted that there were times that the only 
thing that kept them going were things like committing to hygiene; doing the dishes; 
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getting dressed every day; doing the laundry; keeping a routine; making lists of what 
needs to get done; creating good daily habits; going to work every day; going to school; 
and keeping structure throughout the day. When asked how she managed with her 
depression, one participant stated: 
I have a self-care cycle. It’s a routine I do any time I’m feeling down. Like when I 
feel like I can’t get out of bed the first step is to do as much as you can of what 
you want to do. So if you can’t get out of bed you can at least change your clothes 
and get back into bed. If you can’t do the dishes do what you can to cook a meal 
and leave the rest. So my cycle is that I get up, I shower, I put lotion on, so I smell 
good, I tidy the best I can, then I have at least something to eat, even a piece of 
toast, whatever I can. I have that routine locked and loaded so whenever I feel the 
storm coming on I’m ready with the cycle and variant steps depending on what’s 
done and needs to be done and what I can handle that day. My cycle is my fall 
back. 
Another participant stated: 
I have kids and animals and so I just get up and do life. Whatever is happening in 
my head affects my social life and my marriage, but I just keep going. I get 
dressed and doing what I need to do. 
 Mindfulness.  
Another identified theme was engaging in mindfulness. Participants described 
practicing yoga, breathing exercises, meditation, and being present as ways to remain 
mindful. Practicing mindfulness was used as a tool to shape one’s life more positively. 
One participant described his meditation practice: 
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I also have been mediating for quite a few years. It’s like exercise, you have to do 
it to see the benefits. So I do think that it helps. Even 10 minutes is helpful. It 
somehow makes it easier to self-initiate if you’re doing it regularly. … It’s about 
bringing back your focus to a focal point. If you’re doing it enough and practicing 
it and ingraining it as a habit it can bleed out into the rest of your life. With a lot 
of things going on and you need to make choices, you can make better choices. 
Another stated: 
For a while yoga was a discovery that completely changed my life. I was in the 
hot room when I decided to go back to school… So I just, the stars kind of 
aligned, but I said to myself, I’m going to go back to school in this field [of 
mental health] and my experience is going to be an asset instead of a hindrance 
and I’m going to talk to everyone about it whether they want to hear it or not. So I 
made the decision to go back to school while doing yoga and it was a good 
decision. 
 Arts and crafts.  
Participating in arts and crafts was also identified as an important coping strategy 
for all participants to some extent. Some participants spent time doing art themselves, 
others consumed art as a way to get their minds off of their symptoms and change their 
perspective. Participants reported acting; consuming and participating in theatre; listening 
to and creating music; singing in the opera; crochet; sewing; knitting; reading; singing 
and song writing; writing and reading poetry; and stand-up comedy. One participant 
stated: 
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For me it was also art that helped. I did some acting. I was involved in community 
theatre. I was on Golden Pond Theatre. Try new things. I’m an artistic person. I 
played music in a band, I did stand-up comedy. Victoria is big enough and there’s 
enough going on. I got to sing with the Pacific Opera, that wouldn’t happen 
[where I’m from]. Here it could happen. Those were big things. 
Nature.  
Additionally, participants identified spending time in nature as a way of coping 
with the symptoms of their mental illness. Nature was explained in various ways such as 
being outside in the sun; spending time near the ocean; walking in the forest; and getting 
out of the city. All participants described nature as rejuvenating and regenerative. One 
participant stated: 
An important thing for me is exposure to nature. Getting out of the city, getting 
into the restorative quality of nature. Nature helps me to stop ruminating. A sunny 
day in nature, with a good friend, getting out of this ruminative, negative state. 
Exercise.  
Exercise was also identified as an important positive coping strategy for all 
participants. People reported weight lifting; going for walks; keeping active; engaging in 
fitness; going to the gym; being involved in sports; doing cardio work outs; hiking; 
swimming; and yoga as exercise. Many participants reported that engaging in some sort 
of physical activity often lifted their mood and took their mind off of their symptoms. A 
participant reported that she finds it very difficult to find ways to overcome her anxiety. 
However, she stated: 
But the gym is also a way to get the stress out. My GP at [university] suggested it 
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because she said it was good for her other mental health patients. I think it does 
really work. I don’t feel so anxious when I’ve been to the gym.  
Another participant stated: 
I’ll exercise as much as I can. The hardest part is starting it, getting to it, getting 
out the door, getting moving. I’ll do a variety of things, swimming, walking, 
somewhere in nature, hiking, weight lifting. 
 Self-care.  
Another intrinsic coping skill identified by all participants was self-care. 
Participants reported things like taking a bath; focusing on self; practicing good sleep 
hygiene; eating a healthy diet; moderating alcohol and drugs; putting the self first; 
prioritizing mental health; avoiding technology; leaving social media; ensuring a tidy 
space and decluttering; moving house; not taking on too much; and being honest with self 
and others. Self-care was reported as a very important way to cope with difficult 
situations and a way to shift one’s focus from what is wrong to what is right. When 
discussing self-care, one participant stated: 
I think it’s a bit more about an ongoing self-care project. Whatever I can do to 
keep myself stable. To keep myself in good health physically and mentally as 
much as possible, and try to try to keep from things getting out of hand or things 
are becoming too difficult or overwhelming or stressful. It’s a matter of making 
good choices, making good decisions about how I go about my day, not taking on 
too much all at once. If there is a project I can take on today or tomorrow, but I’m 
not feeling that great today, then it’s like okay I’ll do that tomorrow if I’m not 
feeling good.  
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Another participant, when asked what she did to get through difficult situations, reported: 
I was very focused on me. I didn’t care about relationships. I was focused on me 
instead of being in love and growing and learning with people, I wanted to know 
what was going on with me. I wasn’t isolating. I’ve experienced isolation before 
and that’s very different. It was a focus shift. I just focused on me instead of 
everything else around me. 
 Prioritizing the illness.  
In terms of prioritizing the illness, participants indicated the importance of not ignoring 
what they were going through. They emphasized letting other things go in order to focus 
on their own experiences. One participant stated: 
Something I wrote down a few months ago is if you’re experiencing depression, 
other people’s experiences are similar to mine. It’s best it’s prioritized. It will tend 
to tarnish or keep you from doing the other things in your life. So prioritize 
keeping stress down, focusing on doing what you can do to keep the demons 
away instead of doing other things. So not putting it on the back burner. 
 Education.   
Education was also identified as a positive coping strategy. Education was 
described as researching mental illness; educating one’s self about mental illness; and 
going to school. Education was both a way to arm one’s self with information about what 
to expect and how to manage, and also a way to maintain routine and schedule. 
Therefore, education can be seen as both a way to focus on mental illness and to take 
one’s mind off of mental illness. One participant reported: 
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I think having something to do all the time really helps. I found being a student 
especially my last couple of years. For some reason in my first two years I wanted 
to get everything done all at once. So I thought my last two years would be great 
because they were just electives and I’d have fun. But I think I had too much free 
time. So I think having a place to go every day from 9-5 is really helpful. 
 Spirituality.  
The final intrinsic support mechanism identified was spirituality. Both prayer and 
mantra were identified as ways to get through difficult times. They were described as a 
way to let go of control, and also as a way to change one’s mindset. When describing her 
mantra, one participant stated:  
It’s so powerful. I find it very comforting and certainly effective in terms of the 
anxiety. It’s really great. One is “may I be peaceful and filled with ease” that is so 
you know, it’s reassuring, very genuinely what I would have wanted to say had I 
thought it up. Then there’s “may I be healthy with energy and strength” that’s 
really powerful too. There’s “may I be happy and live with a joyous heart” that’s 
really very nice too. Often times, if I’m feeling blue, I repeat that one a few times 
and every time I get to “happy” I have a smile on my face and I wonder how did 
that happen I’m supposed to be depressed? 
Extrinsic supports. The next category of coping strategies identified was 
extrinsic supports. Extrinsic supports includes community supports, system supports, 
alternative therapies, and interpersonal supports. All participants identified the 
importance of relying on things outside of themselves to help them cope with their mental 
illnesses.  
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Community supports.  
Community supports were identified as extremely important for all participants. 
Under community supports participants described being part of a community; doing the 
Wellness Recovery Action Plan (WRAP); being involved with the GROW program; The 
British Columbia Schizophrenia Society (BCSS); using the crisis line; and being involved 
with informal support groups both online and in person. Community supports were 
described as a way to feel engaged, connected, and not so alone through the struggles 
they were facing. Additionally, participants found ways to learn and grow through the 
supports they had in the community. When describing her involvement with the WRAP 
program, one participant stated: 
I cried through the first half and hyperventilated through one of them. I took it 
seriously. If they said to do it I did it. Thirteen weeks or something, and by the 
end I was substantially better. It’s phenomenal if you do it, if you actually take it 
seriously and do it. The big thing you learn, or I learned, is that you need a plan to 
know what you look like when you’re sick because most of us have no clue that 
we’re sick until we’re really sick. And you need a plan to follow when you are 
sick, and you need to follow it. 
Another participant described the support she has received from BCSS: 
I it was the stress of life that drove me to go to BCSS. I was in such a bad place. 
At some point I went to bipolar babes. It’s very unfriendly, I only went twice, and 
someone there said her mom had committed suicide, she was such a mess. I’ve 
never met someone who was so unfuncitonal. I sent an email to BCSS because I 
couldn’t even call. I didn’t know if it was just for people with Schizophrenia. But 
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they were immediate and free and there and they got me immediately signed up 
for a WRAP group. From there I joined the Wednesday group that meets every 
afternoon. They’ve given me all this advice, like going to the doctor, a GROW 
application. I go to GROW now. It all stems from them.  
Yet another participant described her experience with an informal support group, stating: 
It was amazing to talk to people going through the same things as me. Back then 
mental health wasn’t openly discussed. I was really embarrassed of my diagnosis. 
I didn’t tell my family. So just being around other people going through the same 
thing and having a support… was helpful. 
 System supports.  
System supports were also described as a form of extrinsic coping. Some system 
supports described by participants were taking medications; going to see a therapist; 
using neurofeedback; and hospitalization. Some participants reported that utilizing 
system supports is a way to cope when everything else has failed. One participant 
described the positive effects of therapy. He stated: 
I’m seeing a counsellor, it’s sort of like journaling to a person, but more 
collaborative. They can point out things to you that you’re just sort of not seeing 
for one reason or another. I’ve seen many counsellors over the years. It’s always 
been helpful. 
Another participant described accessing the hospital and using medications as a way to 
cope, she stated: “I fully intend to access the hospital if I ever need it. But I hope now 
that I’m talking to my doctor I can get med changes before it gets that bad.” 
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A different participant described her experience with trying various medications to cope 
with her symptoms: 
Ya, so I started on citalopram. That’s what my mom took so that made sense. I 
started in September or something, they kept upping my dose but it wasn’t 
working. Then they put me on Zoloft over Christmas. It didn’t suit me at all. On 
Christmas day I thought why bother. I wasn’t depressed…Ya didn’t feel anything. 
It was the zombie thing that everyone talks about. It wasn’t great. When I got 
back to school after the break they were going to try something else. I’d already 
tried two different ones from September to January. It was exhausting. So I 
wanted to take a couple weeks break, then I didn’t go back because I was seeing a 
therapist and I felt like I could cope. I’m not opposed to medication, but the 
daunting trial and error thing of it is so exhausting. 
 Alternative therapies.  
Alternative therapies were also identified as an extrinsic coping strategy.  
Alternative therapies were described as using guided psilocybin therapy; accessing 
acupuncture; using a Season Affective Disorder (SAD) lamp; and taking vitamins and 
supplements. One participant found hope in the possibility that guided psilocybin therapy 
would help him get to the root of his mental health issues. He stated:  
I have devoted many hours to researching that subject over the last five years. 
There are people here in Victoria that are interested or are psychedelic therapists. 
I hooked up with somebody. I can’t give out any information. I’ll have a daylong 
session with two sitters ... I talk about the routes of this affliction that I’ve had for 
most of my life... Because I’m so highly sensitive and have been my whole life, 
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adverse childhood experiences, or traumatic experiences can disrupt healthy 
wiring of the brain, can ultimately lead to depression and addiction… That’s what 
I’m hoping to address with psilocybin therapy. Getting to the root of this and 
healing trauma. There is this profound neurological healing affect that goes on.  
Another participant described the importance of using a SAD lamp and taking vitamins to 
manage with his symptoms. He stated: 
So I have a day light, SAD light. When I can, I use it. I’ll take supplements. 
Depression is correlated with inflammation in the brain and the body. Omega 
three and vitamin D to bring down the inflammation. 
 Interpersonal supports.  
All participants described interpersonal supports as an important aspect of their 
coping strategy. Interposal supports were extensive and were listed as children, friends, 
boyfriends, partners, spouses, social networks, family, relationships, pets, dating, helping 
others, and being kind to others. All participants identified the importance of connection 
with others and reliance on others as a way to manage in difficult times. Sometimes 
interpersonal supports were used as a distraction from stress. Other times they were 
described as a way to connect with one’s issues and work through them with someone 
else. Some described interpersonal supports as a way to be vulnerable and allow one’s 
self to be sick for a time and let others do the caring. Although her relationship with her 
partner is complicated, one participant described the mutual support they both receive 
from being together. She stated: 
I guess he’s probably my only support, but there are relationship difficulties as 
well. But he’s my only real family next to my aunt. He’s got mental health issues 
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too and it’s not great for two people with mental health problems to be in a 
relationship. He’s prone to self-harm, so I’m always worried about him. 
I love him, he’s my family, he’s helped me. His family are not a source of support 
for him. Ya, he’s a best friend sort of thing, because he’s just discovered he’s gay, 
so it’s become a platonic relationship. He knows I have nowhere to go. So, he’s 
going to stay here as long as he’s got a job. 
A different participant described the importance of being kind to others. She stated, 
“kindness, when I had the energy, being kind to people, strangers and people that I knew. 
That is healing as well for me.” Yet another participant described her experience with 
being involved with friends who have had similar experiences with mental health. She 
reported:  
I also talk to my friends a lot. There’s a lovely sense of community with people 
who are able to talk about their anxiety. Everyone has it. A bunch of my friends 
are anxious and depressed and we just pick up each other’s slack. We support 
each other and do the things that the other can’t. We don’t ask each other if we 
can’t do things, and we don’t have to explain it. You don’t need to explain it, you 
just get it.  
Self-harm. Although this research was designed to elicit the positive ways in 
which people cope with their mental illness, some participants disclosed maladaptive 
coping strategies such as self-harming coping strategies. Some self-harm coping 
strategies identified were taking negative risks; substance overuse and abuse; active self-
harming; and self-medicating. Some participants disclosed that there were times they felt 
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they had exhausted their adaptive coping strategies, and all that was left for them were 
maladaptive strategies. One participant reported: 
I’ve been trying to cut back because I think I smoke way too much pot to be 
honest. When I’m really anxious I find it’s the only thing that can bring me down. 
I know all the breathing exercises. I’ve done all the workshops on mindfulness 
and stuff, but I sometimes have a hard time bringing it down, so I would like to 
cut back definitely. I’m a daily pot smoker. By the end of the day my anxiety is so 
high that I just need to smoke some pot to chill out a little bit. It’d be nice if it was 
just a fun thing on a Saturday night.  
Another participant talked about using food as a way to cope. She stated: 
Self-medicating with food, chocolate when my meds stopped working made me 
feel good for a few minutes but clearly not a long-term solution resulting in 
gaining back most of the weight I'd lost previously.  
A different participant described risk taking as both adaptive and maladaptive. She 
reported: 
I was on tinder a lot. I wasn’t being reckless, I was being safe, not as safe as I’d 
been told to be. So I’d go out with guys and they’d pick me up in their trucks and 
we’d go driving around and I wouldn’t tell my friends where I was and who I was 
with. I didn’t want to. I’ve thought about [it] a lot because it was both [self-harm 
and sel-empowerment]. Sometimes I would put myself in low key dangerous 
potentially scary situations, then I’d wonder if it was self-harm or taking control 
of who I wanted to be with and where I wanted to be. It was both. It varied 
situationally. Sometimes I hung out with guys I didn’t want to be with, but other 
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times I’d decide and I’d pick the movie and I’d pick the snacks, it was all about 
control. So I think it varied situationally. It was both destructive and positive. 
Avoidance. Avoidance was identified as a coping strategy by participants. 
Avoidance could be considered both adaptive avoidance and maladaptive avoidance. 
Maladaptive avoidance coping strategies discussed were geographically moving away; 
isolating; retreating; avoiding work; and emotional dysregulation. Adaptive avoidance 
was identified as watching television; using distraction techniques; avoiding triggers; and 
keeping busy.  
Adaptive avoidance. 
One participant described avoiding technology as a positive coping mechanism. 
He stated: 
Telling myself to avoid technology as much as possible, because it can be an 
unhealthy coping mechanism. As a sensitive person I’m not the kind of person to 
go the bar on the weekend with all of the noise and chaos. So, I’ll isolate myself 
and it means I’ll be going on the internet and stuff, so if I can just remove myself 
from it it’s kind of like unplugging the cord and then I can do other things that are 
better for me, sort of fill the day up. 
Another participant described leaving social media as a way to cope with his feelings. He 
stated: 
I got to my residence and when I got there I broke down. I mentally broke down 
at that time, I had thoughts of suicide. I had so many things going through my 
head. I deactivated all my social media at that time. Snap chat, Facebook, 
everything. I did post saying that I wasn’t feeling good about myself because of 
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this incident. A lot of people have stepped forward to time to offer me support and 
get better. 
Maladaptive avoidance.  
One participant described geographically moving across the province multiple 
times as a way to try to cope with her negative situation. She stated, “I did have very bad 
relationships. I moved across Canada. I was in Saint John’s. I had an emotionally abusive 
boyfriend. I went to Kamloops.” Rather than facing her issues, she believed at the time 
that relocating would be a way to manage.  
Obligation to self and others. The final category of coping strategies identified 
was obligation to self and others. These were meeting the expectations of others; being a 
care provider; not copping out; taking care of children; and earning money. Obligation 
was a very strong motivator for participants to deal with their symptoms. One participant 
described the importance of his job as a way to overcome. He stated: 
If we’re talking about the job …, it felt like it came out of nowhere and it ended 
up facilitating my move out here and saving my life. I woke up every morning to 
go to the commute. I guess it’s as simple as that. I worked and did my best to 
meet their expectations. There was some luck, they probably wouldn’t have hired 
me full time because it was a placement agency, but they did. I worked hard and I 
met expectations. I just had a good work ethic.  
Another participant described the obligation she feels to her children as a reason to 
overcome her suicidal thoughts. She stated: 
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And I also saw a psychologist once who told me that once you have children you 
forfeit the right to suicide. So I think that sort of it…You had these people you 
don’t have the right to destroy them. 
One participant described being a carer for her elderly aunt. Although she described it as 
a burden, she also identified it as a reason to keep going. She reported: 
I can keep it together for short periods of time and then I just fall apart. I have an 
elderly aunt in Nanaimo and I have to go up once a month to help her with 
supplies and stuff. It takes all the energy that I have. I can’t even take care of 
myself, but I have this other person to consider…It’s out of necessity. When I was 
first diagnosed with clinical depression, I had a pet rabbit back then and it gave 
me a reason to get out of bed every day, it’s like that. I was a carer then…It’s a 
burden because I can’t do enough and I feel like I should do a lot more, but here I 
am barely able to get dressed and shower every day. I wish I could do more. 
Another participant described earning money as a driver for her to keep going every day. 
She stated: 
The only way I’ve been able to make money is online micro task sites. I don’t 
have to talk to anyone or deal with people. It’s fairly low intensity. I can work at 
my own pace. I never know what tasks will be posted so I have to check every 
day to see what’s there. 
 Coping. There were many adaptive coping strategies identified by participants, as 
well as some maladaptive coping strategies. It became apparent very quickly that every 
participant used multiple coping strategies depending on the situation and their 
symptoms. Additionally, some coping strategies were both adaptive and maladaptive, 
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such as risk taking. Importantly, some adaptive coping strategies utilized by participants 
felt like a burden to them; however, they used them regardless because of obligation or 
necessity. Some examples were care giving and earning money. Additionally, most 
participants reported using multiple coping strategies simultaneously. For example, one 
participant reported using community supports, avoidance, and nature concurrently. He 
stated 
A sunny day in nature, with a good friend, getting out of this ruminative, negative 
state. Being able to talk to somebody that I trust, that can be quite helpful.” Here 
he is describing using nature, social network, and positive reframing 
simultaneously.  
Another participant stated: 
I cried, I took time off, tried to look into as many different referring agencies for 
counselling, all of which had huge huge wait lists. Some writing both journaling, 
poetry and song writing. Singing it out. I did some retreating and isolating. 
This participant is describing avoidance, art, and community supports as coping strategies 
she attempted to utilize during a difficult situation. Therefore, it can be difficult to 
categorize these various strategies, as they often work in concert with one another and not 
in a vacuum.  
Improvements to the Mental Health System: The Design Phase 
 One of the intended purposes for this study was to suggest improvements to the 
mental health system in order to better support people cope while they wait for services. 
The third part of the interviews were designed to elicit responses from participants that 
would help gain insight into how mental health systems run when they are at their best 
65 
COPING STRATAGIES  
 
and help people feel supported. The themes that were identified during this phase of the 
research were giving patients choices; treating patients with empathy; approaching 
patients without judgement; and timely access to services. All participants interviewed 
were able to identify times they had felt supported by the mental health system. They 
were also all willing to give suggestions for how the current mental health system could 
support them better.  
 Choice. Many participants interviewed reported that they felt most supported by 
mental health services when they were given a choice about how they would receive 
services. The impression that participants had was that many services were offered in a 
group setting and not all patients were ready or able to participate in groups. One 
participant stated: 
Usually what’s available when it’s free or subsidized is group, and it isn’t always 
right for everyone when there is something you want to work through on an 
individual basis… When I’m depressed, I always think it’s for people way worse 
than me, and I don’t deserve it. So groups don’t always seem like the right thing 
for me. There should be more individual options for people, or make it seem less 
daunting somehow.  
Another participant, when discussing a time she felt supported by mental health services 
described being given many choices during her intake appointment. She stated: 
Their program is really good. Same with counselling, you can set up a meeting 
with a counsellor and you go through all of your options and they referred me to 
three different groups. There were so many options. They are doing a good 
job…You had a first meeting with a counsellor and it was about 30 minutes and 
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you went through everything. They told you what you should do too. Sometime a 
list isn’t clear. 
Empathy. Participants indicated the importance of being treated like an 
individual person when they accessed services. They felt that often service providers are 
overworked and have so many patients that the service users get forgotten. All 
participants interviewed also discussed the importance of being shown empathy when 
they are unwell. When discussing their positive experiences with mental health services, 
they all described warm and empathetic service providers who made them feel welcome 
and cared for. One participant on accessing services, stated: 
I went into a walk in clinic once in a women’s center and you could just go in for 
an hour and just talk. They were so warm. And I could just talk about my trauma, 
it was so normalized in a warm welcoming way. They cared about me as a person. 
Not like a normal walk in clinic when I’m just a number. When it’s been good it 
was personable and I felt cared about as a person. 
Another participant reflecting on times he has had a negative experience with mental 
health services provider reported: 
I think number one for me is any counsellor, any one, I know we’re in a crisis 
with mental health and addiction, a lot of people suffering. I think the most 
important thing is that you have to listen compassionately. Just listen. Don’t try to 
be so formulaic and by the book about things, but shut up and listen. This is 
another human being speaking. Don’t treat them like another personal health 
number. That’s something that could be done better. 
On being asked about a time she felt supported by services, one participant reported: 
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My therapist took me very seriously. He knew it was more than test anxiety. 
Every time I see a therapist I feel like I have to tell my whole story. He took it 
seriously, but was light hearted. He has books that were called the encyclopedia 
of unicorns, but he’d wrapped them so they didn’t seem daunting. There was 
Kleenex there. The therapists themselves often make or break it. Most of mine 
were good, but I just had one I didn’t click with. He was a young dude and I was 
coming out of a traumatic experience with a young dude. There have been a lot of 
supportive therapists. 
 Judgement. All participants reported they had felt most supported by mental 
health services when they did not feel judged by the service providers. They discussed 
the experience of being stigmatized for having a mental illness and the importance of 
feeling welcomed without judgement in the mental health services setting. One 
participant had recently gotten a job at a walk in clinic and therefore her access to 
services had increased. On the topic of feeling supported by services, she stated: 
It’s going really well now that I work in a clinic. I can just put my name down on 
the list and the doctor will see me. If I need my meds adjusted, I see the one 
female doctor that’s there. No one is judgey, everyone that works there is a doctor 
and there are way weirder things…It’s really nice. Everyone is very open. 
Another participant discussed his experience with the Urgent Short Term Assessment and 
Treatment (USTAT) program in Victoria:  
I was suicidal. I went to RJH [Royal Jubilee Hospital] and I told them I was 
suicidal. I was put in the psych area. I already had an application in through a 
walk in through USTAT and I worked with a psych and a therapist there. It’s been 
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a while since I’ve had to engage with mental health side of public health care in 
Victoria. I did feel supported at USTAT. They didn’t judge me. I had a good 
counsellor there. That was hard to get in to. The waitlist is long. I think most of 
the time when I’ve seen a doctor here it’s been a good experience…I fit the mold 
of normal citizen. I’m not struggling with addiction…That does help…If I wasn’t 
an employee and I know the distance between myself and those on the sidewalk 
out there is very minimal. 
 Timely access. All participants discussed the importance of being able to access 
services quickly when they are unwell. They all had experiences waiting for extended 
periods of time, and many had experienced quick and responsive services in the past. The 
difference in their experiences were striking. One participant had been suffering from 
depression and waiting for services for 11 months. Her mental health had declined 
remarkably during that time, as had her level of daily functioning. When asked how the 
system could improve to support her better, she stated: 
You should be offered various things that are available at that moment… If 
someone has a year and a half or something feeling extremely low and it’s so 
different from their usual life, that’s a big chunk of time to feel so bad. 
Another participant compared her experience with university mental health services and 
Island Health mental health services. She stated: 
When I was at [university] they were really good. I was trying to get referred 
through Island Health but there were so many waiting lists and stuff. But [my 
university] made it happen so quickly. I didn’t really want to mix school and 
mental health because it was so stigmatizing, but I wasn’t doing very well, so I 
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called, and they got me an appointment at 3 pm that same day. I was trying to get 
referred through Island Health, but there were so many waiting lists. 
When discussing her experience when she first became mentally ill to her current 
experience, one participant stated: 
There was so much help available. When I saw my doctor it never occurred to me 
I had a mental health condition. I thought I had a brain tumor. She got me in to 
see a psychiatrist right away, and he got me on medication right away, and into a 
program right away. There was a support group that met once a week. There was 
a lot of help and support available. Now it seems like there’s nothing. 
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Chapter 6: Discussion 
 The main purpose of this research was to discover what coping strategies adults in 
Victoria are utilizing while waiting for mental health services. The secondary purpose 
was to make suggestions for improvement to wait list programming based on the findings 
of the research and the experiences of the participants. Appreciative Inquiry (AI) as a 
method for research was chosen as it is designed to elicit the positive things that are 
occurring in any situation. Additionally, AI and person centered care share the ideal of 
finding strengths and building upon them to create a more resilient person, system, or 
organization (Bushe, 2011). 
The discussion chapter will focus on the themes that emerged from this research. 
The research was broken down into three parts. The first part focused on how long 
participants had been waiting for services and the themes that emerged were wait times as 
unquantifiable; primary care as a barrier; and negative impacts of waiting. 
The second part of the interviews was focused on discovering the coping 
strategies that participants were using while waiting, with an emphasis on positive 
coping. The themes that emerged were Intrinsic Supports, Extrinsic Supports, Self-Harm, 
Avoidance, and Obligation. Each of these themes were then broken down into 
subcategories. The subcategories of Intrinsic Support were positive reframing, activities 
of daily living (ADLs), mindfulness, arts and crafts, exercise; self-care; education; 
spirituality; and nature. The subcategories of extrinsic supports were engagement, 
community supports, system supports, alternative therapies, and interpersonal supports. 
The subcategories of avoidance were adaptive avoidance and maladaptive avoidance. The 
subcategories of obligation were obligation to self and obligation to others.  
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The final section of the interviews, the design phase, concentrated on times people 
felt supported by a mental health system. The purpose of this section was to elicit 
suggestions for improvement based on the best experiences participants had while 
accessing mental health services. The themes that were uncovered were choice, 
individualization of services, responsiveness, non-judgment, and compassion.  
Part One 
 Wait times as unquantifiable.   
An interesting and unexpected finding from this research was that most participants 
found quantifying their wait times difficult. Most participants had accessed mental health 
services a number of times in their lives. Many had chronic and persistent illnesses that 
were episodic in nature; therefore, at the time the interviews took place, they had already 
had experiences in various cities and environments accessing services. Some participants 
had been referred to services, waited for some amount of time, perhaps gotten frustrated 
or improved in their condition, removed themselves form the list, gotten worse again, 
were re-referred for services, and were waiting again. This cycle seemed to repeat itself 
many times throughout the person’s life. 
Additionally, many participants described the wait as starting long before they 
even accessed primary care. They often accessed primary care after they had been ill for 
some time. They then had to find a way to access a PCP, which often included a walk in 
clinic, which in itself consist of a wait. After they finally accessed primary care, they 
were then referred, and had to wait again. Therefore, many of them felt that the time from 
referral to first appointment was misleading when calculating wait times, and does not 
fully encompass the experience of the person waiting. This finding reflects the findings of 
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Jenkins, et al. (2014). They found that people who waited more than 30 weeks for their 
initial appointment were more likely to opt out of attending. However, Jenkins, et al. 
(2014) did note that 50% of those that opted out of their first appointment indicated that 
their symptoms had improved while waiting. It is notable that there were no follow up 
studies to discover whether the people who opted out were ever referred back to for 
further services. Additionally, Jenkins, et al. (2014) noted that many people waiting for 
services had accessed, and waited for, services in the past.  
 Primary care as a barrier.  
Another finding that came out of part one of this study was that a number of 
participants indicated that their primary care provider was a barrier to accessing mental 
health services. Some participants indicated a fear of revealing their mental illness to 
their primary care providers, others indicated that their PCP was not empathetic to their 
illness and they therefore did not want to discuss it with them. It was also noted that some 
participants had an opportunity to be assessed by psychiatry with the understanding that 
the primary care provider would follow up on recommendations. However, for a number 
of reasons this follow up did not occur, leaving the participant without the care he or she 
required.  
A very important point is that there is a lack of primary care. Victoria, like other 
places around North America, is experiencing a severe primary care shortage 
(Bodenheimer & Smith, 2013; Esmail, 2019).  Therefore, many participants were 
required to access PCP through a walk in clinic, which is not an ideal environment to 
discuss sensitive mental health issues. In addition, there is a distinct lack of much needed 
follow up when the PCP is part of a walk in clinic. The patient may see a different PCP 
73 
COPING STRATAGIES  
 
when he or she returns for follow up care. Therefore, rather than primary care being an 
asset for the patient, it was often seen as a barrier to receiving psychiatric care.  
 Negative impacts.  
The final theme that emerged from part one of this study was the negative impacts 
that participants experienced due to waiting for mental health services. All participants 
interviewed reported that waiting for services was a significant stressor for them. All but 
one of the participants were on an open-ended wait list, meaning they did not know when 
the wait would end as they were not given a date for their initial appointment. All 
participants reported impacts on their activities of daily living; their ability to cope; and 
their self-esteem. Relationships and jobs were negatively affected due to participants not 
receiving care for their illnesses. These findings are in line with much of the existing 
literature. Chafe, et al. (2010); Galluci, et al. (2005); Jenkins, et al. (2014); Kirkbride, et 
al. (2017); Rondeau (1998); and Steinert, et al. (2017) all found that waitlists had an 
overall negative affect on people’s lives emotionally, socially, economically, and 
physically.  
 Part one of this study clearly indicated that participants experienced barriers to 
accessing services for various reasons, including access to primary care and long wait 
times. Additionally, it was found that wait times negatively affected their lives. All 
participants found the wait for mental health services stressful. They also indicated that 
coping with their symptoms on their own was often difficult. Lazarus and Folkman 
(1984) suggest that reactions to stressful situations can be mitigated by the expected 
outcome. Not all people react to stressors in the same way. If a stressor is appraised as 
non-threatening, it has a lower impact on the individual (Lazarus, 1991). One way in 
74 
COPING STRATAGIES  
 
which a stressor can be moderated is if the person believes that he or she has the ability to 
cope with it. The person’s relationship with the stressor is more important than the 
stressor itself (Lazarus and Folkman, 1984).  Mitigation must occur between the external 
stressor and the response to it. Coping is enhanced if people can distinguish between 
what is safe and what is not (Lazarus, 1991). Therefore, it is clearly important that 
participants have strong internal coping mechanisms in order to mitigate the stress of 
mental health symptoms and waiting for services.  
Part Two: The Dream phase 
 Part two of this study focused on what coping strategies participants were using to 
manage the negative impacts of waiting for services. According to Lazarus and Folkman 
(1984) one’s belief that one can cope with a stressor can mitigate one’s reaction to the 
stressor. The themes that emerged were Intrinsic Supports, Extrinsic supports, Self-Harm, 
Avoidance, and Obligation. 
Intrinsic support.  
All participants identified some level of Intrinsic Support, or in other words, the 
ability to call on one’s internal resources to cope. They all had internal coping strategies 
they used that did not require interaction with, or help from others. These internal 
supports ranged from changing one’s mindset to ensuring one engages in mindfulness 
and spirituality. Bergomi, Strohle, Michalak, Funke, and Berking (2013), found that 
mindfulness plays a role in increasing one’s ability to cope with stressful situations. The 
important aspect of intrinsic supports for participants was the ability to self-soothe. Many 
identified that they could not always rely on others and therefore needed ways to cope 
that called on their internal strengths.  
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 Extrinsic supports.  
Conversely, all participants identified using extrinsic supports to bolster their 
intrinsic supports. The importance of having others to rely on was noted by almost all 
participants. They utilized medical services and other professionals, as well as friends and 
family. Extrinsic supports were identified as a way to feel connected with others and less 
alone while engaging in the struggle with symptomology. Additionally, extrinsic supports 
included the medical system which was described as a way to cope when there were no 
other options. Many participants identified going to the emergency room as an option if 
their symptoms got out of control. Although none of them wanted to use the hospital as a 
first choice, knowing it was available to them helped them get through difficult times. 
Lazarus and Folkman (1984) describe the importance of knowing and 
inventorying one’s options when an external stressor appears. In this way one can 
mitigate the impact of the stressor by knowing there are options. The option of the 
hospital, although not ideal, was a way for people to manage their symptoms without 
actually having to use the extrinsic option. Connection with others was identified as one 
of the most important extrinsic supports. Many participants described the loneliness of 
mental illness and having friends and family they could call on made them feel less alone.  
 Self-harm. 
Although this research utilized Appreciative Inquiry as a means to elicit the 
positive coping strategies people were using, some participants identified maladaptive 
coping. Self-harm was identified by a number of participants as a way to cope with their 
symptoms. Participants used over-eating, substances, and emotional dysregulation as 
ways to manage their situation. Although these strategies are not ideal, they are not 
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unexpected either. The literature on coping identifies many negative and maladaptive 
coping strategies. In fact, the Brief Cope, an evidence based survey tool, has six items 
identifying maladaptive coping strategies (Garcia, Barraza-Pena, Wlodarcyk, Alvear-
Carrasco, and Ryes-Reyes, 2018). The limited number of maladaptive coping strategies 
identified in this study is not surprising. As this was a strengths based study, and 
questions were designed to identify people’s adaptive coping skills, the data is likely 
skewed towards the positive and the negative is under represented.  
 Avoidance. 
Avoidance was also noted as a coping strategy by many participants. Both 
adaptive and maladaptive avoidance were identified. Participants avoided contact with 
other people by moving, isolating, and avoiding work. They also avoided triggers and 
used various distraction techniques. Avoidance can be both positive and negative. While 
some people made a conscious effort to stay away from social media as a way to improve 
their mental health symptoms, others found solace in spending extensive periods of time 
on the computer to avoid their personal situation. 
Coyne, Aldwin, and Lazarus (1981) identify people’s tendency to use escape-
avoidance coping as a way to manage stressful situations. Escape-avoidance coping is 
exactly what it sounds like, concerted efforts to escape a situation through avoidance. 
Rather than confronting the stressor and dealing with it, people circumvent the situation 
through various means such as substance use and sleeping (Coyne, et al., 1981).  Coyne, 
et al. (1981) did not identify technology as a means of escape-avoidance coping, but that 
is likely due to the date in which their work was published. Of note, Coyne, et al. (1981) 
claim that escape-avoidance coping increased symptoms of depression and anxiety.  
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 Obligation. 
Finally, obligation to self and others was identified as a means of coping. 
Participants reported that knowing others were relying on them was a way to push 
through their symptoms. Many identified pets, children, spouses, and friends as a reason 
to keep going. However, obligation to others was not always a positive thing. Some 
participants reported the burden of having to care for others while they were ill. Yet, the 
carer burden was shown to be an important factor in coping. Although participants 
identified it as something negative in their lives, it was also identified as a reason to 
continue working on their own health. They felt they needed to be well enough to care for 
others, and therefore worked hard to overcome their own symptoms. On days they would 
have otherwise stayed in bed, they made an effort to participate in the activities of daily 
living.  
Obligation to self was also identified as a way to cope with the stress of waiting 
for mental health services. People felt a strong drive to continue to carry on despite 
mental health symptoms. Obligation to self was described as refusing to cop out. The 
Brief Cope (University of Miami, 2017) has many items that describe relying on others 
for support in coping, but there are no items that describe being relied upon as a means of 
coping. No reference to obligation was found in the literature review for this thesis. This 
may be an interesting area for further study.  
Part Three: The Design Phase 
The secondary purpose for this study was to make recommendations for 
improvements to wait list programming in Victoria based on the reports of participants 
about times they felt supported by the mental health system. Four themes were identified 
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during this phase of the interview. These were choice, empathy, judgment, and timely 
access.  
Choice. Every participant interviewed discussed the importance of being given a 
choice in services. They all identified feeling supported by the mental health system 
when they were able to decide which services they wanted to access and which services 
they felt were best for their personal situation. Additionally, most participants reported 
that their current experience with mental health services in Victoria was vastly different 
from their more positive past experiences. Three participants had recently graduated from 
a local university. They all described the excellent mental health care they received at the 
university. All of them described the array of services they were offered and the choices 
in service providers and services they were given.  
 Unfortunately, the demand in Victoria, as in many other jurisdictions, far outstrips 
the supply of services (Bellamy et al., 2016; Brown, et al., 2002Chafe, et al, 2010; 
Clarke, et al., 2005; Gallucci, et al., 2005; Jenkins, et al., 2014; Kirkbride, et al., 2017; 
Noseworthy, et al., 2002; Rondeau, 1998; Steinert, et al., 2017; Thomsen & Norrevang, 
2009; WTA, 2014). Therefore, rather than giving service users a choice of which services 
they may access, they are told which services have space for them. They are assessed and 
then waitlisted for one or two particular programs based on their presentation at the time 
of assessment. The assessment takes place at central intake or at the hospital. 
Consequently, it is generally a point in time assessment not a longitudinal assessment and 
only describes a particular presentation at a particular time.  
This model is problematic when deciding services for people with mental illness. 
Many people experience episodic illnesses such as bipolar disorder, season affective 
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disorder (SAD), and major depressive disorder (Stuart, 2013). People with bipolar 
disorder, for example, experience one or more manic episodes of varying intensity 
throughout their lifetimes (Stuart, 2013). Therefore, a point in time assessment may not 
give a fulsome picture of the person’s psychiatric health overall and services offered may 
not match the needs of the person on an individual basis.  
 It is commonly understood that choice and autonomy are important drivers for 
human well-being (Stuart, 2013). People in Western society value the ability to be self-
directed. Kneedland et al. (2016) found that the belief that one has control over one’s 
emotions is a strong predictor of whether or not that person will engage in self-regulating 
behavior. Adversely, Kneedland et al. (2016) found that if a person believes he or she has 
no control over his or her emotions, it is more likely that the person will become 
emotionally dysregulated. This belief in control over one’s emotions and the likelihood of 
engaging in self-control behaviors can be likened to the situation with the mental health 
system. It is likely that if a patient believes he or she has no control over the outcome, 
than he or she will not engage in positive coping strategies. 
Lazarus and Folkman (1984) describe this self-control behavior in their theory of 
Stress, Cognitive Appraisal, and Coping. When a person experiences a stressor, the 
likelihood of using coping strategies is based on whether or not the person believes he or 
she can affect the outcome. When a person believes that he or she does not have control 
over outcomes, he or she is less likely to attempt to self-regulate.  
Thus, removing any choice a person has over which mental health services and 
service providers he or she may access appears to possibility increase feelings of 
hopelessness and helplessness, thereby increasing, rather than decreasing symptoms of 
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mental illness. All participants in this study reported having better experiences with 
mental health services when they were given choice in which services they accessed. 
Hence, it is this researcher’s recommendation that service users are given more choice in 
which services they are able to access, rather than being prescribed to, thus removing 
their autonomy and control.   
Empathy. When asked about times they felt supported by mental health services, 
all participants identified service providers that treated them empathetically. Empathy has 
long been understood as an imperative part of a strong therapeutic relationship, and has 
been found to improve outcomes of psychiatric care (Mercer & Reynolds, 2002). 
Wheeler (2014) describes empathetic attunement as the ability to deeply connect with the 
patient’s subjective experience. Stuart (2013) supports this perspective, describing 
empathy as the ability to accurately perceive and reflect the emotional state of another. In 
fact, empathetic resonance, the act of resonating the feelings of another, has been 
suggested to change the plasticity of the brain and increase brain development (Wheeler, 
2014).  
Wheeler (2014) suggests it is the patient’s perception of empathy that contributes 
to the therapeutic relationship, not the therapist’s belief that he or she is showing 
empathy. Without an empathetic connection, the therapeutic relationship is hindered, and 
the results of the therapeutic work are decreased. Additionally, empathetic attunement 
must be accurate to be helpful (Wheeler, 2014). If the therapist conveys empathy towards 
an emotional state that the patient is not experiencing, the effect may be more damaging 
than useful (Wheeler, 2014). On this note, Mercer and Reynolds (2002) report that the 
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strength of the empathetic relationship has been shown to be more important than the 
type of therapeutic intervention offered in terms of positive outcomes. 
Therefore, it appears that forming an empathetic bond is an imperative aspect in 
treating psychiatric patients, and the participants of this study reflected this. On the one 
hand, while services in Victoria are over stretched and service providers see many 
patients daily, participants described experiences when they had only brief encounters 
with service providers, such as accessing a walk in clinic, and still experiencing empathy 
during their interaction. On this note, it could be argued that an empathetic therapeutic 
bond can be formed during only a brief interaction with patients. 
On the other hand, participants also described experiences when they did not 
experience an empathetic reaction from service providers. In these instances, they 
described feeling like less than a person, just a personal health number. As Wheeler 
(2014) suggested, these experiences with service providers that lack empathy can be 
more damaging than therapeutic. Therefore, in order to enhance the innate strengths and 
coping skills of patients, it is imperative to provide empathetic attunement at every 
interaction.  
Judgement. When participants were asked about times they felt good about an 
interaction with mental health services, they invariably equated negative experiences with 
feeling judged, and positive experiences with lack of judgement. An attitude of non-
judgementalism goes hand in hand with empathy. Unconditional positive regard is one of 
the facilitative conditions of patient centered care as per Rogers (1957).  Rogers (1957) 
argued that in order for a caregiver to express unconditional positive regard, he or she 
must accept both the client’s negative and positive attributes and permit the client to have 
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and express whatever feelings he or she may experience. The therapist respects the 
patient as an individual person. This attitude of non-judgement, or unconditional positive 
regard, allows the service provider and the client to work together towards positive 
outcomes. The client is given permission to fully be him or herself.  
Wilkins (2000) notes that a therapist expresses conditional regard when he or she 
has a different agenda than the client. Therefore, in order for a client to experience an 
attitude of non-judgement, unconditional positive regard, from his or her therapist, their 
agendas must be alike. As in Appreciative Inquiry, the driver of the agenda is the subject 
being investigated (Cooperrider& Whitney, 2005). Unconditional positive regard works 
well with the theory of Appreciative Inquiry, both accept the innate good in people and 
work to uncover the best of what is (Cooperrider, et al., 1995). Treating a client without 
judgement, with unconditional positive regard, encourages the client to accept him or 
herself without judgement; thereby, promoting positive growth (Wilkins, 2000).  
Patients in Victoria often see multiple clinicians associated with mental health 
services. Therapeutic relationships will vary depending on the patient and the therapist 
involved in the interaction. However, it was made clear by the participants of this study 
that feeling accepted for who they are and not feeling judged by their service provider 
was equated with a positive experience. If we are expecting people to wait for sometimes 
extended periods of time for mental health services, we are expecting them to cope with 
their symptoms while they wait. Encouraging them to accept themselves and have 
positive feelings about themselves will help them utilize the skills they have to be their 
best selves. All patients that access mental health services should be greeted with 
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unconditional positive regard during every interaction in order to promote a sense of 
being accepted.  
Timely access. Every participant interviewed equated timely access to services 
with positive experiences. The negative effects of waiting for services has been discussed 
fulsomely above. Cost to society is increased through more frequent use of emergency 
services such as ambulance, police, and emergency departments, as well as decreased 
productivity and increased need (Steinert, et al., 2017). Additionally, patients are 
impacted through increases in self-medication and decreases in functioning, and 
caregivers, loved ones, and service providers experience burnout (Kirkbride, et al., 2017; 
Rondeau, 1998).  
Another negative impact of long wait times is decreased treatment compliance 
once treatment is finally implemented (Galluci, et al., 2005; Jenkins, et al, 2014). 
Moreover, inappropriate referrals increase due to service provider desperation and 
anticipation of long waits.  Patients are referred to many different services in the hopes 
that one of them will be faster than the others and patients will be seen sooner, causing an 
increase in workload for people triaging the referrals and the possibility that patients will 
land in the wrong service, causing yet another referral (Chafe, et al., 2010).  
The participants of this study indicated that they want timely access to services. 
By the time they are finally referred to mental health services in Victoria, they have often 
experienced all of the above stated issues; self-medication, decreased functioning, 
hospital visits, police contacts, care giver burnout, decreased productivity, negative 
impacts on relationships. They ask for a referral to services when they need it, not many 
months before they need it. It is clear that demand is outstripping supply for mental 
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health services in Victoria; however, the participants in this study indicated clearly that 
they want more timely access.  
Limitations and Future Research 
 There were a number of limitations to this study. There were only 9 participants 
interviewed. Although the data collected was rich, more participants may have added 
more information. Additionally, the study took place in a small section of a small city. 
Participants were limited to those that accessed walk in clinics in and around downtown 
Victoria, BC; thereby, leaving out the vast majority of people who have access to regular 
primary care. A study located in a larger city with a larger population sample may 
provide data that are more robust. Another thing to consider is the current situation in 
Victoria may be vastly different from the situation in other areas, especially rural areas. 
Wait times in Victoria, although long, are likely much shorter than those in rural areas. 
Victoria has a number of mental health clinics and quite a lot of psychiatrists and 
psychiatric hospital beds. The same cannot be said for smaller communities. 
 A couple of ideas for future research on this topic came up. The first is looking 
more closely at the concept of obligation to self and others as a means of managing 
mental health symptoms. This was not a topic that was found in the literature search, nor 
was it on any of the questions in the brief cope. Another idea for further research is 
looking more closely into the relationship with primary care and its impact on accessing 
mental health services. This concept emerged as a theme in this research, but could 
certainly bear more scrutiny.  
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Chapter 7: Conclusion 
Access to mental health services is an issue in almost all jurisdictions. Victoria is 
no exception. Difficulty in gaining access to services contributes to higher mortality and 
morbidity rates amongst mental health patients (Bellamy, et al., 2016). Currently in 
Victoria, demand for services is far higher than supply. There are too few services and 
too few service providers to match the need, causing an ever-increasing length of time 
people must wait (Mireau & Inch, 2009). Unfortunately, there has been no real effort to 
create a standardized way in which waitlists are managed. Waitlists have been created as 
an ad hoc solution to shortages in treatment capacity without due consideration of acuity 
or need (WCWL, 2011). There are many negative impacts associated with waiting for 
treatment. Attendance rates decrease over time as does motivation and quality of life, 
while risk to self and others increases as does contact with emergency services (Brown, et 
al., 1989; Hicks & Hickman, 1994; Mireau & Inch, 2009). However, there is some 
evidence, although sparse, to show that waitlists can be used to manage inappropriate 
demand for services (Brown, et al., 2002).  
Nonetheless, many strategies have been attempted to manage wait times. Some 
have shown statistically significant results, while others have been less successful. In 
psychiatry, one of the major contributing factors to waitlists is patient non-attendance. 
Patient non-attendance can be attributed to many negative impacts on both the patient and 
the system itself. Patients who do not attend appointments experience decompensation of 
their mental health conditions, medication non-compliance, and higher rates of 
hospitalization and emergency service contacts (Alafaireet, etal., 2010; McLean, et al., 
2016; Mitchell & Selmes, 2007; Schmalzried & Liszak, 2012; Shah et al., 2016). 
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Meanwhile the system becomes backed up with a long list of patients requiring services, 
burnout out clinicians whose time is used inefficiently, and increased cost to the system 
(Alafareet, et al., 2010; Defife, Conklin, Smith, & Poole, 2010).  
A mitigating factor to client decompensation, is the coping strategies people use 
while they wait for services. Many studies have been conducted on the coping of mental 
health clients, but a literature review did not uncover any research on coping strategies of 
people while they wait for mental health services. This research used an Appreciative 
Inquiry approach grounded in stress, cognitive appraisal, and coping theory to interview 
mental health patients who are waiting for treatment in an attempt to uncover what was 
working for them to maintain or improve their quality of life while they waited. Many 
coping strategies were uncovered, showing that patients waiting for services do have the 
ability to draw on their own strengths during difficult times. Additionally, participants 
were able to identify ways in which they have felt supported by mental health systems in 
the past; thereby, uncovering some possibilities for improvement in Victoria.  
Participants indicated that they felt most supported by mental health systems 
when they were given choices, treated with empathy and without judgement, and given 
timely access to services. Additionally, they indicated that they do have many coping 
strategies at their disposal. Perhaps rather than deciding for patients, they could be given 
a choice of services that may best fit their needs. Additionally, it was clearly indicated 
that patients must be treated with empathy and without judgement when dealing with any 
mental health services. Service providers should receive this feedback and spend time 
reflecting on their approaches. Finally, timely access to service was the last indication of 
a positive experience. This is a harder challenge as resources are limited, but should be 
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taken into consideration when funding is granted.  
In the meantime, the positive coping strategies that have been identified should be 
fostered and encouraged. While it is unlikely access to service will become timelier, 
patients should have access to some help while they wait. One participant indicated that it 
was difficult to remember her coping strategies when she was under stress. This feeling is 
supported by the work of Lazarus and Folkman (1984) who suggest accessing coping 
strategies are directly related to one’s appraisal of the stressor. Providing patients with a 
pamphlet of possible coping strategies and places they can access help may be one way in 
which the system can foster coping. For example, some participants indicated yoga as a 
way to cope; in this instance, the pamphlet could list various options for accessing 
affordable yoga in the Victoria area. Another option is to provide both one on one and 
group sessions for people while waiting, rather than just group sessions.  
On a positive note, the participants in this study clearly indicated that they have 
many various coping methods they can access while they wait for services.  
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Appendix A  What coping strategies do adults aged 19-74 use to improve or maintain their quality of life while awaiting mental health services?   
 
Interview Guide  
I would just like to remind you of your rights as a participant: Your participation must be 
free and voluntary, you can skip any question at any time, refuse to answer any question, 
or even stop the interview or withdraw from the study at any time. This interview will be 
audio recorded but your name will be replaced by a code. In the final report no 
identifying information about you will be included; all data will be de-identified and 
reported in aggregate form; however quotes made by you may be use but cannot be 
linked to you. Do you give me your consent to proceed with the interview? 
If you feel comfortable, would you mind telling me your age and gender? Would you also 
tell me if you have already been diagnosed with a psychiatric condition and if you have 
any medical conditions that you know of? 
 
Part 1 
1. Tell me about a time you overcame a very difficult situation 
2. Tell me about a time you had a very positive outcome from a challenging 
situation 
 
Part 2 
1. Tell me what you did to improve the difficult situation you described to me 
2. Tell me how you contributed to turning a challenging circumstance into a positive 
outcome 
Part 3 
1. Reflecting on what we have just discussed, what are some things the mental 
health system could offer you to help improve on the things you already do well? 
2. Can you tell me about a time you felt supported by the mental health system? 
3. When you had your intake appointment with mental health services, were you 
offered information about any community services you could access while 
waiting for your first appointment? 
4. Did you access any services in the community?  
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Appendix B 
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Appendix C 
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Appendix D 
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Appendix E 
 
 
 
 
Information Letter and Informed Consent 
 
Principle Investigator:  
Alexis Winter, RPN, Nurse Team leader with Downtown ACT Team, Master’s 
Candidate Brandon University 
P: 778-679-1025 
E: winterac84@brandonu.ca 
 
You are being asked to participate in a research study. The purpose of this 
research is to discover what coping strategies you use to improve or maintain 
your quality of life while you wait for mental health services.  
 
You are under no obligation to participate in this research study. You are free to 
withdraw, without prejudice, at any time during your participation. You are free to 
request the withdrawal of any data related to you for up to one month following 
your interview. If you request to have your data removed, it will be destroyed.  
 
 
Your participation will be minimal. You will be asked engage in a 30-60 minute, 
digitally recorded interview with the principle investigator. Recordings will be 
transcribed by the principle investigator. Interviews will take place at either an 
Island Health meeting room, or at a coffee shop of your choosing.  Should you 
choose for the interview take place in a public place, it should not be at a location 
that is frequented by your close acquaintances. Topics that include personally 
sensitive information will be managed to ensure they are not overheard by 
others.  There is a compensation of a $10.00 gift card for participating in this 
interview. The gift card will be offered whether the interview is completed or not.  
In addition, if the interview takes place at a coffee shop, the principle investigator 
will offer to purchase a food or beverage of your choosing priced at up to $10.00. 
Transportation or parking will be compensated at a maximum of $5.00.  
 
There is no foreseeable risk to you. The findings of this research will inform the 
implementation of Waitlist Programming designed to help people better utilize 
coping strategies. It is anticipated that participants will have coping strategies 
that they already use.  
 
The Principle Investigator will gather the following data: age, gender, diagnosis, 
other medical issues, and how you are coping with your circumstances. All 
information will be de-identified and cannot be linked to you. It will be reported in 
aggregate form. The master list of names and data will be stored at Island Health 
and will be destroyed after 5 years, as is the requirement.  
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Only the principle investigator will have access to your data.  
 
 
The principle investigator is required by law to report any instances of abuse of 
children or other persons in your care that are disclosed during the interview. 
Should you experience any distress due to this duty to report, the principle 
investigator will refer you to Citizen’s counselling for support.  
 
Should you experience a heightened sense of urgency for mental health care due to 
being interviewed for this study, the principle investigator, who is also a psychiatric 
nurse, will assess risk and need. If you are an imminent risk to self or others and require 
immediate hospitalization, the principle investigator will contact the police and request 
you be taken to hospital for psychiatric assessment. If you do not require immediate 
care, but do require further follow up, the principle investigator will suggest you contact 
Citizen’s counselling to receive therapeutic services while you wait for mental health 
care.  
 
 
Findings of this research will be made available to people working in Island 
Health for the purposes of quality improvement. The Principle Investigator will 
also present findings to people working in mental health in Victoria. There is a 
possibility that findings will be published in a nursing journal. The Principle 
Investigator has no conflicts of interest and will receive no money for this 
research.  
 
There will be nothing in any reports that can be directly linked to you. All 
participant information will be kept anonymous.  
 
If you have any questions or concerns you can contact the following people and 
organizations: 
 
Name Role Phone Email 
Alexis Winter, 
RPN, BA, 
Master’s 
Candidate 
Master’s Student 
Researcher 
778 679 1025 Winterac84@brandonu.ca 
Fiona Smith, PhD Research 
Supervisor 
204 775 7723 smithf@brandonu.ca 
 
Brandon 
University 
Research ethics 
Committee 
Ethics Over sight 204 727 9712 burec@brandonu.ca 
 
Island Health 
Research Ethics 
Board 
Ethics Over Sight 250 519 6726 researchethics@viha.ca 
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By consenting to participate in this research, you have not waived any rights to legal 
recourse in the event of research-related harm.  
 
One copy to you, one copy to the principle investigator.  
 
 
 
Signed:_____________________________________ 
Date:________________________ 
 
Witness: ____________________________________ 
Date: _______________________________________ 
 
 
